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f  Eesigned. 
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Inspector  of  the  South  Division  of  the  City  of  Chicago.  Vin- 
cennes  Avenue,  Chicago. 
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Hospital,  Charity  Hospital,  Woman's  Hospital  of  the  State  of 

f  Resigned,  1882.  f  See  Honorary  Fellows. 
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Baltimore  Academy  of  Medicine  ;  Vice-President  of  the  Gyne- 
cological and  Obstetrical  Society  of  Baltimore  ;  Surgeon  to  the 
Hospital  for  the  Women  of  Maryland  ;  Consulting  Gynecolo- 
gist to  St.  Agnes's  Hospital,  and  to  the  Union  Protestant  In- 
firmary ;  Member  of  the  British  Medical  Association  ;  Fellow 
of  the  British  Gynecological  Society,  etc.  Vice-President, 
1879.     Council,  1884.     146  Park  Avenue,  Baltimore. 

Total,  fifty-six  Fellows. 
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The  following-named  Fel 

WILLIAM  H.  BAKER    . 
SAMUEL  C.  BUSEY  . 
B.  B.  BROWXE      . 
JOHN  BYRNE    . 
JAMES  R.  CHADWICK 
THOMAS  ADDIS  EMMET  . 
GEORGE  3.  ENGELMANN 
FRANK  P.  FOSTER   . 
HENRY  J.  GARRIGUES 
WILLIAM  GOODELL 
WILLIAM  T.  HOWARD 
EDWARD  W.  JENKS 
JOSEPH  TABER  JOHNSON 
WILLIAM  T.  LUSK   . 
MATTHEW  D.  MANN    . 
R.  B.  MAURY    . 
THEOFHILUS  PARVIN 
THADDEUS  A.  REAMY    . 
WILLIAM  L.  RICHARDSON 
JOHN  P.  REYNOLDS 
R.  STANSBURY  SUTTON 
ALEXANDER  J.  C.  SKENE 
HENRY  P.  C.  WILSON 
ELL  WOOD  WILSON  . 


ows  \rere  present  : 


Boston. 

Washington. 

Baltimore. 

Brooklyn. 

Boston. 

New  York. 

St.  Louis. 

New  York. 

New  York. 

Philadelphia. 

Baltimore. 

Detroit. 

Washington. 

New  York. 

Buffalo. 

Memphis. 

Philadelphia. 

Cincinnati. 

Boston. 

Boston. 

Pittsburg. 

Brooklyn. 

Baltimore. 

Philadelphia. 


Total,  twenty-four  Fello'.vs. 
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First  Day — Tuesday,  September  S2,  1885. 

Morning  Session. — The  meeting  was  called  to  order  at 
10  A.  M.  by  the  President,  Dr.  William  T.  Howard,  of  Balti- 
more. 

The  roll  was  called  by  the  Secretary,  and  twenty-four  Fel- 
lows answered  to  their  names. 

The  President  called  upon  Dr.  Samuel  C.  Busey,  of  Wash- 
ington, for  the  address  of  welcome.  Dr.  Busey  spoke  as  fol- 
lows : 

Mr.  President  akd  Fellows  :  I  offer  you  the  greetings 
of  fellowship,  and  bid  you  welcome  guests  of  the  Washington 
Obstetrical  and  Gynecological  Society.  The  acceptance  of  the 
invitation  to  hold  your  tenth  annual  meeting  in  this  city  and 
your  presence  here  to-day  confer  a  distinguished  honor  upon 
our  young  Society,  now  just  completing  its  third  year  of  exist- 
ence, and  afford  an  opportunity  for  its  members  to  meet  and 
make  the  acquaintance  of  men  who,  by  their  brilliant  achieve- 
ments in  the  sciences  of  obstetrics  and  gynecology,  have  won 
world-wide  reputations,  and  added  luster  and  renown  to  Ameri- 
can medicine. 

We  extend  to  you  the  hospitalities  of  fraternity,  and,  by 
our  presence  at  this  opening  session,  attest  our  professional  re- 
gard and  obedience  to  parental  precept  and  authority. 

It  is  a  special  gratification  to  know  that  the  youngest  of 
your  natural  offspring  will  enjoy  the  honor  of  commemorative 
union  on  this  tenth  anniversary  of  a  society  which,  in  the  past 
decade,  has  contributed  so  much  to  the  advancement  of  obstet- 
rics and  gynecology,  and  to  the  cure  and  alleviation  of  the 
afflictions  of  woman. 

On  the  roster  of  Fellowship  the  names  of  Atlee,  Bucking- 
ham, Peaslee,  Sims,  Trask,  Wallace,  and  White  are  marked 
with  the  asterisk  of  death.  Others  have  come  to  fill  the  places 
of  the  lamented  dead,  and  the  future  gives  promise  of  even 
greater  progress  and  higher  excellence  in  the  aims  of  conscien- 
tious and  scientific  medicine. 

Then  here,  at  the  nation's  capital,  on  this  auspicious  occa- 
sion, in  the  unity  of  a  common  purpose,  let  us  join  with  you 
in  that  faith  and  devotion  to  duty  which  have  been  crowned 
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with  sucli  marvelous  success  and  rich  rewards.  You  must 
lead  ;  we  will  follow.  And,  when  you  have  completed  the 
labors  of  the  present  meeting,  and  the  new  and  renewed  friend- 
ships shall  be  interrupted  by  your  return  to  the  scenes  of  your 
daily  work,  if  our  gratitude  as  pupils  shall  be  the  measure  of 
your  pleasure  as  instructors,  your  second  advent  will  not  await 
the  expiration  of  another  decade. 

Upon  the  recommendation  of  the  Council,  the  following- 
named  gentlemen  were  invited,  by  a  unanimous  vote  of  the 
Society,  to  attend  its  sessions  and  participate  in  its  discussions 
and  entertainments,  as  its  guests  :  Dr.  George  N.  Acker,  Dr. 
Samuel  S,  Adams,  Dr.  H.  H.  Barker,  Dr.  Joseph  R.  Bromwell, 
Dr.  G.  P.  Fenwick,  Dr.  H.  D.  Fry,  Dr.  A.  T.  P.  Garnett,  Jr., 
Dr.  Charles  E.  Hagner,  Dr.  George  Byrd  Harrison,  Dr.  George 
Woodruff  Johnston,  Dr.  William  W.  Johnston,  Dr.  A,  F.  A. 
King,  Dr.  Carl  H.  A.  Kleinschmidt,  Dr.  George  L.  Magruder, 
Dr.  Thomas  E.  McArdle,  Dr.  D.  Webster  Prentiss,  Dr.  Thomas 
C.  Smith,  Dr.  J.  A.  Tarkington,  Dr.  J.  Ford  Thompson,  Dr. 
Lachlan  Tyler,  and  Dr.  H.  M.  Cutts.  These  physicians  are 
members  of  the  Washington  Obstetrical  and  Gynecological 
Society.  Also  Dr.  F.  Howard,  Dr.  S.  J.  Radcliffe,  Dr.  Eobert 
Reyburn,  Dr.  I.  F.  Dyer,  Dr.  George  C.  Ober,  of  Washing- 
ton, D.  C.  ;  Dr.  William  P.  Chunn,  Dr.  Robert  T.  Wilson,  of 
Baltimore  ;  Dr.  E.  C.  Dudley,  of  Chicago  ;  Dr.  J.  M.  Brown, 
of  U.  S.  ISTavy  ;  Dr.  De  Roaldes,  of  Kew  Orleans  ;  Dr.  A.  P. 
Dudley,  of  Xew  York  ;  Dr.  L.  Earnest  Neale,  Dr.  Charles  H. 
Riley,  Dr.  Charles  O'Donovan,  Jr.,  Dr.  William  E.  Mosley,  Dr. 
H.  S.  Bowie,  Dr.  Joseph  B.  Blum,  of  Baltimore  ;  Dr.  J.  H. 
Carstens,  of  Detroit  ;  Dr.  Charles  Jewett,  of  Brooklyn  ;  Dr. 
Mary  Parsons,  and  Dr.  William  Lee,  of  Washington,  D.  C. 

Papers  were  read  as  follows  : 

1.  "  Natural  Hygiene  of  Child-bearing  Life,"  by  Dr.  Samuel 
C.  Busey. 

It  was  discussed  by  Dr.  James  R.  Chadwick,  Dr.  J.  P.  Rey- 
nolds, and  Dr.  Busey. 

2.  "Puerperal  Diphtheria,"  by  Dr.  Henry  J.  Garrigues, 
(Specimens  and  antiseptic  pads  were  exhibited.) 

It  was  discussed  by  Dr.  William  T.  Lusk,  Dr.  H.  P.  C. 
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Wilson,  Dr.  William  L.  Richardson,  Dr.  John  Byrne,  Dr.  F. 
P.  Foster,  Dr.  M.  D.  Mann,  and  Dr.  Garrigues. 

Afternoon  Sessio7i. — 

3.  "  Four  Cases  of  Oophorectomy,  with  Remarks,"  by  Dr. 
Joseph  Taber  Johnson. 

It  was  discussed  by  Dr.  R.  S.  Sutton,  Dr.  William  H.  Ba- 
ker, Dr.  Thomas  Addis  Emmet,  Dr.  William  T.  Lusk,  Dr.  H. 
P.  C.  Wilson,  Dr.  Edward  W.  Jenks,  Dr.  T.  A.  Reamy,  Dr.  M. 
D.  Mann,  and  Dr.  Johnson. 

Second  Day — Wednesday,  September  2Sd. 

Morning  Session. — Papers  were  read  as  follows  : 

4.  The  President's  address  :  "  Two  Rare  Cases  in  Abdomi- 
nal Surgery,"  by  Dr.  William  T.  Howard  (Dr.  William  H. 
Richardson,  Vice-President,  in  the  chair). 

It  was  discussed  by  Dr.  William  Goodell,  Dr.  Thomas 
Addis  Emmet,  Dr.  Samuel  C.  Busey,  Dr.  T.  A.  Reamy,  and  the. 
President. 

5.  "  The  Care  of  the  Perineum  during  Labor,"  by  Dr.  T.  A. 
Reamy. 

The  discussion,  on  motion  of  Dr.  Goodell,  was  postponed 
until  the  afternoon  session. 

Afternoon  Session. — Dr.  Reamy's  paper  was  discussed  by 
Dr.  Thomas  Addis  Emmet,  Dr.  W.  H.  Baker,  Dr.  H.  P.  C. 
Wilson,  Dr.  M.  D.  Mann,  Dr.  Joseph  Taber  Johnson,  Dr.  James 
R.  Chadwick,  Dr.  Ellwood  Wilson,  Dr.  J.  P.  Reynolds,  and 
Dr.  Reamy. 

Papers  were  then  read  as  follows : 

6.  "  Report  of  a  Case  of  Cesarean  Operation,"  by  Dr.  Ed- 
ward W.  Jenks. 

It  was  discussed  by  Dr.  A.  J.  C.  Skene  and  Dr.  Jenks. 

7.  "Remarks  on  the  Use  of  Tarnier's  Forceps,"  by  Dr. 
Ellwood  Wilson. 

It  was  discussed  by  Dr.  L.  E.  Neale,  of  Baltimore  (by  in- 
vitation), Dr.  Theophilus  Parvin,  Dn  William  Goodell,  Dr. 
M.  D.  Mann,  Dr.  H.  P.  C.  Wilson,  and  the  President. 
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Wednesday  Evening,  Business  Meeting. — The  meeting  was 
called  to  order  by  the  President  at  9  p.  m. 

On  motion  of  Dr.  Foster,  the  order  of  business  was  sus- 
pended, and  the  following-named  candidates  for  membership 
were  balloted  for  and  elected  : 

Dr.  James  B.  Hunter,  of  New  York,  Dr.  Charles  Jewett, 
of  Brooklyn,  and  Dr.  William  H.  Parish,  of  Philadelphia. 

Dr.  W.  S.  Playfair,  of  London,  was  unanimously  elected 
an  Honorary  Fellow. 

The  minutes  of  the  last  annual  meeting  were  then  read  by 
the  Secretary  and  adopted. 

Dr.  Skene  moved  that  the  Secretary  be  directed  to  notify 
all  delinquents  who  had  not  attended  the  meetings  of  the 
Society  for  three  or  more  years,  that  their  continued  absence, 
without  being  excused,  had,  under  the  rule,  forfeited  their 
membership  in  the  Society. 

This  was  amended,  on  motion  of  Dr.  Chadwick,  and  it  was 
voted  that  the  failure  of  the  Secretary  to  notify  them,  as  di- 
rected at  the  last  meeting,  be  considered  as  a  legal  excuse  for 
the  present  year,  and  the  Secretary  was  directed  to  notify  such 
delinquents  that  their  membership  would  be  forfeited  by  fur- 
ther absence. 

The  Treasurer  read  his  reports  for  1883-'84  and  1884-'85, 
which  were  accepted. 

Dr.  Chadwick  moved  that  the  Secretary's  salary  be  reduced 
from  $600  to  $200  a  year. 

Dr.  Ellwood  "Wilson  moved  to  amend  this  motion  so  as  to 
make  the  salary  1500.     Lost. 

Dr.  Goodell  moved  an  amendment,  making  it  $300.  Ac- 
cepted by  Dr.  Chadwick,  and  carried. 

The  Secretary  read  the  resignation  of  Dr.  George  H.  Ly- 
man, which  was  accepted. 

On  motion,  the  Chair  appointed  Drs.  Goodell  and  Baker  a 
committee  to  audit  the  accounts  of  the  Treasurer. 

The  meeting  then  proceeded  to  the  election  of  officers  for 
the  ensuing  year,  with  the  following  results  : 

President,  Thaddeus  A.  Rea3It,  of  Cincinnati. 

Vice  -  Presidents,  Theophilus  Parvtn",  of  Philadelphia  ; 
George  J.  Engelmann,  of  St.  Louis. 
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Secretary,  Joseph  Tabee  Johnsok,  of  Washington. 

Treasurer,  Matthew  D.  Mann,  of  Buffalo. 

Other  Members  of  the  Coun.cil,  Frank  P.  Foster,  of  New- 
York  ;  John  C.  Reeve,  of  Dayton,  Ohio ;  B.  B.  Bkowne,  of 
Baltimore  ;  R.  B.  Maukt,  of  Memphis. 

The  Auditing  Committee  reported  that  they  had  examined 
the  accounts  of  the  Treasurer,  and  found  them  correct.  Re- 
port accepted,  and  committee  discharged. 

On  motion  of  Dr.  Foster,  a  vote  of  thanks  was  extended  to 
the  Washington  Obstetrical  and  Gynecological  Society,  and  also 
to  the  Profession  of  Washington  for  the  courtesies  received. 

On  motion  of  Dr.  Busey,  the  Secretary  was  directed  to 
transmit  a  vote  of  thanks  to  the  President  of  the  Columbian 
University  for  the  use  of  their  building  in  which  to  hold  our 
meetings. 

On  motion  of  Dr.  Foster,  the  Secretary  was  empowered  to 
draw  on  the  Treasurer  for  the  amount  necessary  to  produce 
Volume  X.  of  the  Transactions. 

On  motion  of  Dr.  Goodell,  it  was  voted  to  accept  the  in- 
vitation of  Drs.  How^ard  and  Wilson  to  hold  the  next  annual 
meeting  in  Baltimore. 

Dr.  Reynolds  moved  that  the  sessions  be  held  on  the  14tb, 
15th,  and  16th  of  September  next. 

Dr.  Skene  moved  to  amend  by  making  it  the  21st,  22d,  and 
23d  of  September.     Carried. 

Drs.  Howard,  Wilson,  and  Browne  were  made  a  Committee 
of  Arrangements. 

Dr.  James  R.  Chadwick  was  appointed  to  act  with  the  Sec- 
retary as  a  Committee  of  Publication. 

Adjourned. 

Third  Day — Thursday,  Septemher  23d. 

Morning  Session. — Papers  were  read  as  follows  : 
8.  "  A  Modification  of  Emmet's  Cervix  Operation  in  cer- 
tain Cases,  with  a  Case,"  by  Dr.  R.  S.  Sutton. 

It  was  discussed  by  Dr.  Goodell,  Dr.  Skene,  Dr.  E.  Wil- 
son, Dr.  Engelmann,  Dr.  Johnson,  Dr.  Mann,  Dr.  Baker,  the 
President,  Dr.  A.  P.  Dudley  (of  New  "York,  by  invitation), 
and  Dr.  Sutton. 
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9.  "  Inflammation  of  the  Parotid  Glands  following  Opera- 
tions on  the  Female  Genital  Organs,"  by  Dr.  William  Goodell. 

It  was  discussed  by  Dr.  Sutton,  Dr.  Johnson,  Dr.  Mann, 
Dr.  Emmet,  Dr.  Baker,  Dr.  Reamy,  and  Dr.  Goodell. 

10.  "  Paralysis  of  the  Genital  Tract,"  by  Dr.  James  R. 
Chadwick. 

It  was  discussed  by  Dr.  Goodell  and  Dr.  Chadwick. 

11.  "  Facial  Paralysis  in  the  Infant  from  the  Use  of  the 
Obstetric  Forceps,"  by  Dr.  Theophilus  Parvin. 

It  was  discussed  by  Dr.  E.  \Yilson,  Dr.  Goodell,  Dr.  Skene, 
Dr.  Richardson,  and  Dr.  Parvin. 

Dr.  Joseph  Taber  Johnson,  of  Washington,  offered  the  fol- 
lowing resolution  : 

Whereas,  Dr.  Albert  H.  Smith,  a  distinguished  Fellow  and 
an  ex-President  of  this  Society,  has  been  prostrated  upon  a  bed 
of  sickness  and  unusual  suffering  for  many  months — 

Therefore  he  it  resolved.  That  we  tender  him  a  vote  of  sym- 
pathy in  his  affliction,  with  the  hope  of  his  speedy  restoration 
to  health.  And  he  it  further  resolved,  That  the  Secretary  be 
directed  to  forward  to  Dr.  Smith  an  official  copy  of  this  reso- 
lution. 

Dr.  H.  P.  C.  Wilson,  of  Baltimore. — I  take  great  pleasure  in 
seconding  Dr.  Johnson's  resolution,  because  I  regard  Dr.  Albert 
H.  Smith  as  one  of  the  ablest  and  most  charming  men  we  have 
in  our  Society.  I  think  it  eminently  proper  that  we  should 
take  this  action,  and  feel  very  much  obliged  to  Dr.  Johnson 
for  presenting  these  resolutions,  which  may  assure  Dr.  Smith 
in  his  great  suffering  that  he  has  not  passed  entirely  out  of  our 
minds.     Passed  unanimously. 

The  retiring  President,  Dr.  W.  T.  Howard,  called  the  Presi- 
dent-elect, Dr.  Thaddeus  A.  Reamy,  of  Cincinnati,  to  the  Chair, 
who  made  the  following  remarks  : 

Fellows  of  the  American  Gynecological  Society  :  It 
would  be  affectation  and  the  declaration  of  that  which  is  un- 
true should  I  deny  my  keen  appreciation  of  the  honor  which 
you  have  conferred  upon  me  in  my  election  to  the  highest 
office  within  your  gift.  It  is  indeed  an  honor  of  which  any 
one  may  be  justly  proud,  not  only  in  view  of  the  high  char- 
acter and  position  of  this  Society  as  a  special  department  of 
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the  medical  profession,  the  learning  and  skill  possessed  by  its 
Fellows,  but  also  in  consideration  of  the  justly  great  reputa- 
tion of  each  and  every  member  who  has  preceded  me  in  office. 
Fully  appreciating  the  friendship  and  partiality  expressed  in 
your  action,  I  am  at  the  same  time  reminded  of  the  obligations 
and  responsibilities  on  my  part  assumed. 

Craving  your  indulgence,  sympathy,  and  co-operation,  I 
pledge  my  best  endeavors  for  the  promotion  of  the  interests  of 
the  Society  and  the  accomplishment  of  its  legitimate  work  dur- 
ing the  coming  year. 

Dr.  H.  P.  C.  Wilson  moved  a  vote  of  thanks  to  the  retiring 
President.     Carried. 

Dr.  Goodell  moved  a  vote  of  thanks  to  the  retiring  Secre- 
tary.    Carried. 

The  following  papers  were  then  read  by  title  :  "  The  Genu- 
Pectoral  Posture  m  the  Prolonged  Nausea  of  Pregnancy,  with 
Cases,"  by  Dr.  Henry  F.  Campbell.  "A  Study  of  an  Un- 
usual Type  of  Puerperal  Fever,"  by  Dr.  Fordyce  Barker. 

The  tenth  annual  meeting  was  then,  on  motion  of  Dr.  Rich- 
ardson, declared  adjourned. 


CONSTITUTIOK 

I.  This  Society  shall  be  known  as  the  American  Gyneco- 
logical Society. 

II.  The  object  of  this  Society  shall  be  the  promotion  of 
knowledge  in  aU  that  relates  to  the  Diseases  of  Women  and  to 
Obstetrics. 

FELLOWS. 

III.  The  Fellows  of  the  Society  shall  consist  of  Fellows  and 
Honorary  Fellows. 

The  Fellows  shall  not  exceed  one  hundred  in  number. 

The  Honorary  Fellows  shall  not  exceed  ten  American  and 
twenty-five  foreign. 

Candidates  shall  be  proposed  to  the  Council  one  month 
before  the  first  day  of  meeting  by  two  Fellows,  and  shall  be 
balloted  for  at  the  annual  meeting,  a  list  of  the  names  having 
been  sent  to  every  Fellow  with  the  notification  of  the  meeting. 

A  two-thirds  affirmative  vote  of  all  the  Fellows  present 
shall  constitute  an  election,  fifteen  Fellows,  at  least,  being 
present. 

No  one  shall  be  eligible  for  active  fellowship  until  he  shall 
have  submitted  to  the  Council  a  paper  on  some  subject  con- 
nected with  Gynecological  Science. 

HONOKAEY   FELLOWS. 

IV.  The  power  of  nominating  Honorary  Fellows  shall  be 
vested  in  the  Council. 

The  election  shall  take  place  in  the  same  manner  as  that  of 
ordinary  Fellows. 

They  shall  enjoy  all  the  privileges  of  other  Fellows,  but 
shall  not  be  required  to  pay  any  fee,  or  be  allowed  to  hold  any 
office  or  cast  any  vote. 
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OFFICERS. 

V.  The  officers  of  the  Society  shall  be  a  President,  two 
Vice-Presidents,  a  Secretary,  and  a  Treasurer,  who  with  four 
other  Fellows  shall  constitute  the  Council  of  the  Society. 

The  nomination  of  all  officers  shall  be  made  in  open  session 
at  the  business  meeting,  and  the  same  shall  be  elected  by 
ballot. 

The  officers  shall  enter  upon  their  duties  immediately  before 
the  adjournment  of  the  meeting  at  which  they  are  elected,  and 
shall  hold  office  for  one  year. 

Any  vacancy  occurring  between  the  annual  meetings  shall 
be  filled  temporarily  by  the  action  of  the  Council. 

All  officers  shall  be  eligible  for  re-election, 

AISTNTJAL   MEETIXG. 

VI.  The  annual  meeting  of  the  Society  shall  be  held  at 
such  time  and  place  as  shall  be  designated  by  the  Society  at 
the  previous  annual  meeting.  It  shall  continue  for  three  days, 
unless  otherwise  ordered  by  a  vote  of  the  Society. 

AMENDMENTS, 

VII.  This  Constitution  may  be  amended  by  a  two-thirds 
vote  of  all  the  Fellows  present  at  an  annual  meeting,  provided 
that  notice  of  the  proposed  amendment  has  been  given  in 
writing  at  the  annual  meeting  next  preceding,  and  the  same 
been  printed  in  the  notification  of  the  meeting  at  which  the 
vote  is  to  be  taken. 


BY-LAWS. 

PRESIDENT   AND   VICE-PRESIDENTS. 

I.  The  President  and  Vice-Presidents  shall  discharge  the 
duties  belonging  to  their  respective  offices.  The  President 
shall  be  ex-officio  chairman  of  the  Council. 

SECRETARY. 

II.  The  Secretary  shall  attend  and  keep  a  record  of  all  the 
meetings  of  the  Society  and  of  the  Council,  of  which  latter  he 
shall  be  ex-officio  clerk. 
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At  each  annual  meeting  he  shall  announce  the  names  of  all 
•who  shall  have  ceased  to  be  Fellows  since  the  last  report. 

He  shall  superintend  the  publication  of  the  Transactions, 
under  the  direction  of  the  Council. 

He  shall  notify  candidates  of  their  election  to  fellowship. 

He  shall  send  notifications  of  the  annual  meetings  and  of 
the  meetings  of  the  Council. 

TEEASUKEE. 

ni.  The  Treasurer  shall  receive  all  moneys  due,  and  pay 
all  debts.  He  shall  render  an  account  thereof  at  the  annual 
meeting,  when  an  Auditing  Committee  shall  be  appointed  to 
report. 

COXTNCrL. 

rV.  The  Council  shall  meet  as  often  as  the  interests  of  the 
Society  may  require. 

Five  members  shall  constitute  a  quorum. 

It  shall  have  the  management  of  the  affairs  of  the  So- 
ciety, subject  to  the  action  of  the  Society  at  its  annual 
meetings. 

It  shall  arrange  the  order  for  the  reading  of  papers  at  the 
annual  meetings. 

It  shall  not  have  power  to  make  the  Society  liable  for  any 
debts  exceeding  in  total  one  hundred  dollars  in  the  course  of 
any  one  year,  unless  specially  authorized  by  a  vote  of  the  So- 
ciety. 

It  shall  have  the  entire  control  of  the  publications  of  the 
Society,  with  the  power  to  reject  such  papers  or  discussions  as 
it  deems  best. 

The  President,  or  any  three  members,  may  call  a  meeting, 
notice  of  which  shall  be  transmitted  to  every  member  two 
weeks  previous  to  the  meeting. 

The  Council  shall  determine  questions  by  vote,  or — if  de- 
manded— by  ballot,  the  President  having  a  casting  vote. 

The  Council  shaU  constitute  a  Board  of  Trial  for  aU  offenses 
against  the  Constitution  and  By-laws,  or  for  conduct  unbecom- 
ing an  honorable  physician,  and  shall  have  the  sole  power  of 
moving  the  expulsion  of  any  Fellow. 
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ORDER   OF   BUSINESS. 

V.  The  Order  of  Business  at  the  annual  meetings  of  the 
Society  shall  be  as  follows  : 

I.  General  Meeting  at  10  a.  m.  each  day. 

1.  Reports  of  Committees. 

2.  Reading  of  Papers  and  Discussion  of  the  same. 

II.  The  Business  Meeting  shall  be  held  at  half-past 

eight  o'clock  p.  m.  on  the  second  day  of  the  session, 
at  which  only  Fellows  of  the  Society  shall  be  pres- 
ent. The  Secretary's  records  shall  then  be  read  ; 
the  Treasurer's  accounts  be  submitted  ;  the  reports 
of  Committees  on  other  than  scientific  subjects  be 
received  ;  and  all  miscellaneous  business  be  trans- 
acted. 

PAPERS,  ETC. 

VI.  The  titles  of  all  papers  to  be  read  at  any  annual 
meeting  shall  be  forwarded  to  the  Secretary  not  later  than  two 
weeks  before  the  first  day  of  the  meeting. 

No  paper  shall  be  read  before  the  Society  which  has  already 
been  printed,  or  been  read  before  another  body. 

All  papers  that  may  be  read  before  the  Society,  and  ac- 
cepted for  publication,  shall  become  the  property  of  the  So- 
ciety, and  their  publication  shall  be  under  the  control  of  the 
Council. 

QUORUM. 

VII.  A  quorum  for  business  purposes  shall  be  fifteen  Fel- 
lows. 

DECORUM. 

VIII.  ISTo  remarks  reflecting  upon  the  personal  or  profes- 
sional character  of  any  Fellow  shall  be  in  order  at  the  annual 
meetings,  except  when  introduced  by  the  Council. 

ASSESSMENTS. 

IX.  Every  Fellow  shall  pay  in  advance  the  sum  of  twenty- 
five  dollars  annually. 

Any  Fellow  whose  subscription  shall  be  more  than  nine 
months  in  arrears  shall  be  reminded  of  the  fact  by  the  Treas- 
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urer  in  uniting  ;  in  event  of  payment  not  being  tben  made,  he 
may,  on  vote  of  the  Council,  be  dropped  from  the  Society. 

Each  Fello-w  shall  pay  on  admission  an  initiation  fee  of 
twenty-five  dollars. 

Any  Fellow  who  shall  neither  attend  nor  present  a  paper 
for  three  successive*  years  shall,  unless  he  offers  an  excuse  sat- 
isfactory to  the  Society,  be  dropped  from  fellowship. 

AMENDMENTS. 

X.  Any  of  these  By-laws  may  be  amended,  repealed,  or 
suspended,  by  a  two-thirds  vote  of  the  Fellows  present  at  any 
meeting,  provided  previous  notice  in  writing  has  been  given 
at  the  annual  meeting  immediately  preceding  the  one  at  which 
the  vote  is  to  be  taken. 
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WASHINGTON,  D.  C,  Septejibee  22,  23,  aitd  24,  1885. 


THE    PKESIDENT'S    AISTN^UAL    ADDPwESS :    TWO 
KAKE  CASES  IK  ABDOMINAL  SUEGERT. 


BY    WIIXIAM   T.    HOWAED,    M.  D., 

Baltimore. 


Gentlemen,  Coneeekes  of  the  Ameeican  Gynecolo- 
gical Society  :  In  the  profession  of  medicine,  above  all,  per- 
haps, facts  are  the  things  that  teach.  And  the  intellect, 
the  reason,  is  the  test  of  tnith.  The  senses  are  the  servants, 
who  wait  upon  the  mind,  which  sits  as  a  judge  deciding 
upon  impressions,  and  detecting  the  true  from  the  false. 
The  judge,  who  is  to  discover  the  truth  of  complex  medical 
facts  and  phenomena,  must  be  no  ignorant,  prejudiced  parti- 
san, biased  by  preconceived  opinions.  He  must  be  richly 
endowed  and  largely  stored  with  the  wisdom  of  the  past 
and  the  rapidly  accumulating  information  of  the  present, 
capable  of  patient  induction,  and  quick  to  detect  the  relations 
between  seemingly  dissimilar  things. 

Few  minds,  it  may  be  said,  can  attain  this  standard  of 
qualification  for  the  discovery  of  truth.  But  if  I  seem  to 
describe  the  attributes  of  genius,  or  rare  qualities  which  can 
be  acquired  or  Improved  only  by  a  felicitous  combination  of 
circumstances,  and  that  culture  which  presumes  the  posses- 
sion of  ample  means  and  large  opportunities — qualities  illus- 
trated by  high  achievements  distinguishing  the  gifted  few — 
on  the  other  hand  it  is  equally  to  be  remembered  that  valu- 
able observations  may  be  made,  and  valuable  facts  gathered, 
and  valuable  truths  discovered  or  illustrated,  and  enforced 
by  all.  It  is  not  a  large  number  of  cases  carelessly  observed 
and  committed  only  to  the  treacherous  custody  of  the  mem- 


40  ANNUAL  ADDRESS  OF  THE  PRESIDENT. 

ory,  but  the  comparatively  few  that  are  carefully  observed, 
well  studied,  and  honestly  recorded,  that  contribute  to  estab- 
lish the  great  principles  of  scientific  medicine.  Truth  should 
ever  be  sought  in  the  clear  light  of  patient  and  unbiased 
observations,  and  we  should  listen  attentively  to  the  voice  of 
Kature,  whose  testimony,  if  properly  interpreted,  is  ever  to 
be  trusted.  It  is  thus  that  many  of  the  pictures  of  disease 
drawn  by  the  ancient  masters — Arist^eus,  Hippocrates,  and 
Sydenham — even  yet,  through  the  dim  vista  of  retreating 
ages,  are  life-like  in  the  fresh-glowing  colors  of  truth,  and 
are  distorted  or  become  unnatural  only  when  touched  by  the 
shadowy  hues  of  conjecture. 

In  order  that  the  teachings  of  Mature,  intelligently  ob- 
served, may  be  duly  realized  and  perpetuated,  I  have  ever 
thought  that,  in  the  report  of  cases,  it  is  essential  that  fail- 
ures as  well  as  successes  be  included,  as  the  former  often 
teach  more  than  the  latter,  and  both  are  equally  important 
for  the  elucidation  of  truth.  The  student  of  military  science 
who  should  confine  his  studies  to  the  manseuvres  of  suc- 
cessful battles,  and  avert  his  attention  from  the  errors  that 
have  led  to  disaster  when  victory  might  have  been  won, 
would  lose  haK  of  the  lessons  taught  by  experience,  and  all 
of  the  wisdom  that  is  born  of  misfortune.  And  the  medical 
man  who,  through  vanity  or  fear,  records  only  his  triumphs 
and  omits  his  failures,  their  causes  and  results,  deprives  his 
fellows  of  as  much  knowledge  as  he  bestows.  I  admire 
and  honor  the  manly  way  in  which  Lawson  Tait,  of  splen- 
did genius  and  iron  nerve,  spoke  of  his  operation  for  the 
relief  of  bleeding  myomas  before  the  recent  meeting  of  the 
British  Medical  Association  at  Cardiff  :  ^ 

"Adverse  critics  have  been  delighted  to  rake  up  my  early 
cases  in  which  the  mortality  was  nearly  25  per  cent.  ;  but  I 
need  not  say  that,  as  I  originated  this  proceeding,  I  had  to 
bear  the  burden  of  the  blunders  inseparable  from  ignorance — 
blunders  which  have  helped  me  not  only  to  mend  ray  own 
ways,  but  also  to  mend  the  ways  of  those  who  came  after  me, 

1  Bnt.  Med.  Jour.,  August  15,  1885,  p.  288. 
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and  who  have  forgotten  to  credit  me  with  the  better  results 
which  my  misfortunes  provided  for  them." 

Impressed  with  these  views,  and  because  there  is  too 
often  a  disposition  on  the  part  of  many  to  suppress  errors 
of  diagnosis  and  unfortunate  results,  I  reported  to  this  So- 
ciety, just  five  years  ago,  three  fatal  cases  of  rupture  of  the 
uterus,  and  extrusion  of  the  fetus  into  the  abdominal  cavity, 
with  laparotomy.  All  occurred  in  the  practice  of  others. 
The  literature  of  the  subject  was  scanty,  widely  diffused, 
and,  when  I  was  suddenly  called  to  operate,  I  had  little  light 
to  guide  me,  as  it  seldom  falls  to  the  lot  of  one  person  to 
perform  laparotomy,  under  such  circumstances,  as  many 
times.  In  looking  back  now  at  these  cases  in  the  light  of 
the  experience  then  acquired,  it  seems  to  me  that  the  life  of 
one  might,  with  a  high  degree  of  certainty,  have  been  saved ; 
and  that  the  life  of  another  might  probably  have  been  saved. 
The  third  and  last  case,  when  I  was  called  in  to  operate,  was 
already  in  extremis^  and  the  operation  was  done  as  a  dernier 
ressort  and  to  relieve  intense  suffering.  But  had  laparotomy 
been  promptly  done  when  the  accident  occurred,  the  un- 
fortunate woman  might  almost  certainly  have  been  rescued. 

To-day  I  propose  to  present  the  histories  of  two  rare 
cases  of  exceptional  interest  and  of  great  importance,  in  which 
I  was  so  completely  baffled  in  diagnosis  that  I  declined  an 
attempt  to  make  one.  And  I  trust  that  the  lessons  they 
teacb  may  be  useful  to  others,  as  I  fain  hope  they  may  be  to 
myself. 

Case  I. — Sarah  Hawkins,  negress,  aged  twenty-four  years, 
married,  presented  herself  at  the  dispensary  attached  to  my 
service  in  the  University  of  Maryland  Hospital  on  April  20, 
1882.  She  stated  to  my  chief  of  clinic,  Dr.  "W.  P.  Chunn,  that 
menstruation  first  occurred  at  the  age  of  fourteen,  and  had 
always  been  regular  and  normal ;  that  she  was  the  mother  of 
five  children,  and  had  never  had  a  miscarriage.  Her  last  child 
was  bom  two  months  before,  and,  some  days  afterward,  she 
noticed  an  enlargement  of  the  lower  portion  of  the  abdomen, 
which  gradually  extended  in  the  coiddle  line  up  to  the  umbili- 
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cus,  attended  by  bearing-down  pains  and  frequent  micturition. 
Upon  examination  by  Dr.  Chunn,  fluctuation  was  found  to  be 
well  marked  all  over  the  abdomen,  with  decided  resonance 
about  the  umbilical  region,  and  with  dullness  and  bulging  in 
both  flanks.  Six  weeks  after  this  date  she  came  to  the  dis- 
pensary again,  and  Dr.  Chunn  found  that  the  umbilical  reso- 
nance had  entirely  disappeared,  being  supplanted  by  dullness 
on  percussion,  and  the  umbilicus  itself  was  projected  forward 
in  the  form  and  shape  of  a  spherical  tumor.  Nearly  two  weeks 
after  this  last  examination  by  Dr.  Chunn,  he  brought  her  be- 
fore my  clinical  class  on  clinic  day,  and  I  saw  her  for  the  first 
time.  Noticing  at  a  glance  that  she  was  ill,  I  made  a  very 
careful  examination.  The  temperature  was  102^°  Fahr.,  pulse 
120,  and  respiration  32  to  the  minute  ;  auscultation  and  per- 
cussion quickly  revealed  the  unmistakable  signs  of  pleurisy  ; 
dullness  on  percussion  on  the  left  side  up  to  the  supra-spinal 
fossa,  feeble  respiration  Over  the  base,  a  decided  broncho- 
vesicular  respiration  near  the  upper  limit  of  dullness,  and  a 
well-marked  egophonic  twang  to  the  voice.  The  abdomen  was 
enlarged  to  about  the  size  of  a  seven  months'  pregnancy,  was 
remarkably  protuberant  in  the  center,  and  one  would  say,  at  a 
glance,  it  was,  in  all  probability,  an  ovarian  cystoma.  There 
were  complete  dullness  over  the  entire  tumor,  which  remained 
unchanged  in  any  position,  and  quick  and  equal  fluctuation  in 
every  direction.  The  abdominal  wall  was  harder  and  more 
resistant  than  natural,  but  in  no  place  was  this  better  marked 
than  another,  and  there  was  no  evidence  whatever  of  a  solid 
tumor.  In  short,  the  signs  of  a  simple  unilocular  cyst  seemed 
perfectly  developed.  Examined  per  vaginam,  the  uterus  was 
well  in  front  of  the  tumor  ;  the  sound  entered  2f  inches,  and 
was  uninfluenced  by  an  effort  to  move  the  tumor,  which  seemed 
unusually  tense  and  elastic. 

.  The  question,  then,  was,  What  is  it  ?  T  will  not  discuss 
all  the  conditions  which  might  possibly  produce  the  phe- 
nomena in  question,  but  only  those  which  usually  and  in- 
stinctively suggest  themselves. 

1.  "Was  it  an  ovarian  cystoma?     The  first  objection  to 
that  view  of  the  case  is  the  extreme  infrequency  of  that 
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affection  in  the  negro  race.  Indeed,  altliongli  mj  entire 
professional  life  of  forty  years  lias  been  passed  in  communi- 
ties in  whicli  negroes  exist  in  large  numbers,  and  for  the  past 
eighteen  years  many  hundreds  have  attended  my  gynecologi- 
cal clinics,  I  have  yet  to  see  an  ovarian  cystoma  in  the  negro 
race.  The  testimony  of  the  late  Dr.  W.  L.  Atlee  was  nearly 
similar.  He  wrote :  "  I  may  state  as  a  remarkable  fact  that, 
out  of  two  hundred  and  fifty-five  operations  performed  by 
me  for  the  removal  of  the  ovary,  only  one  was  performed 
on  the  negro,  and  that  a  mulatto,  notwithstanding  I  have 
been  frequently  consulted  by  that  class  for  abdominal  and 
pelvic  tumors.  So  satisfied  am  I  of  the  predominance  of 
fibroid  tumors  in  the  negro  that,  when  consulted,  I  never  an- 
ticipate finding  an  ovarian  tumor."  ^ 

Again,  the  growth  of  an  ovarian  tumor  is  usually  slow. 
Although  Lawson  Tait  affirms,^  in  speaking  of  ovarian  tu- 
mors, that  "the  rate  of  increase  gives  no  guide,"  and,  to 
prove  his  statement,  cites  an  instance  in  which  he  removed 
a  multilocular  tumor  of  great  size  from  a  patient  aged  sixty- 
six,  "  which  had  grown  in  four  months  " ;  still,  even  if  it  be 
granted  that  the  history  of  this  wonderful  case  was  not  mis- 
leading, the  general  fact  remains  that  it  usually  requires  from 
one  and  a  half  to  two  years  for  an  ovarian  tumor  to  reach 
the  size  of  the  pregnant  uterus.  We  all  know  how  often 
patients  tell  us  that  they  have  only  recently  become  aware 
of  the  existence  of  fibroid  tumors  of  the  uterus,  and,  indeed, 
of  many  other  morbid  conditions,  when  universal  experience 
nullifies  the  idea  of  recent  occurrence. 

For  these  reasons  chiefly  I  rejected  the  diagnosis  of 
ovarian  cystoma  in  the  case  in  question. 

2.  Was  it  a  fihro-cystoma  of  the  uterus  f  The  first  ques- 
tion to  be  considered  is,  "What  is  the  relative  frequency  of  this 
affection  and  of  ovarian  cystomata  ?  For  the  infrequency  of 
a  disease  is  a  matter  of  great  importance  in  questions  of  dif- 
ficult diagnosis;  and,  as  Chomel  has  well  insisted,  when  a 
group  of  symptoms  belongs  to  two  affections,  one  of  which 

'  Ovarian  Tumors,  p.  192.         '  Diseases  of  live  Ovaries,  fourth  ed.,  p.  189. 
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is  very  frequent  and  the  other  as  rare,  the  physician  will,  and 
naturally  sliould,  be  led  to  apply  these  symptoms  to  the  most 
common  disease.^ 

Kbro-cysts  of  the  uterus  seem  much  more  common  in 
this  country  than  abroad.  The  lamented  Peaslee,  writing 
in  1872,  says :  ^  "  I  have  myself  met  with  ten  cases  in  the  last 
two  years,  and  have  seen  not  less  than  fifty  since  my  first 
operation  of  ovariotomy  in  1850."  Dr.  Emmet  states  that, 
in  former  years,  he  saw  an  unusual  number  of  fibro-cystic 
tumors  of  the  uterus,  but  that  now,  from  more  wide-spread 
knowledge  of  these  growths,  he  sees  comparatively  few  cases.^ 
Dr.  Thomas's  experience  in  regard  to  uterine  fibro-cysts 
seems  to  have  been  small.  He  says  :  *  "  I  had  recently  under 
my  care  two  very  large  tumors  supposed  to  be  of  this  kind." 
And  I  do  not  find  in  his  work  ^  that  Dr.  Byford  had  seen  a 
case.  Dr.  Atlee  has  recorded  the  history  of  only  five  fibro- 
cystic uterine  tumors,  although  he  did  three  hundred  and 
seventy-eight  ovariotomies.  On  the  other  side,  Lawson  Tait, 
writing  in  1882,  says  :  *  "  The  fibro-cystic  tumor  of  the  uterus 
is  an  extremely  rare  affection — so  rare  that,  until  four  months 
ago,  I  had  never  seen  a  case  " ;  and,  in  spite  of  his  enormous 
experience  and  wonderful  skill,  he  mistook  that  for  a  unilocu- 
lar parovarian  cyst,  and  removed  it  with  a  fatal  result.  In 
respect  of  Sir  Spencer  Wells's  unequaled  experience.  Dr. 
Peaslee  says :  "  He  assures  me  that  he  meets  with  not  more 
than  one  fibro-cyst  for  fifty  ovarian  cysts."  Perhaps  that  is 
his  reason  for  not  alluding  to  the  subject  in  the  chapter  on 
Differential  Diagnosis  of  Ovarian  Tumors  in  his  recent 
work,''  although  he  has  done  1,139  ovariotomies.  Dr.  Thomas 
Keith  made  his  first  mistake,  in  diagnosis  of  194  operations,^ 

'  Elements  of  General  Pathology,  p.  337. 
-  Ovarian  Tumors,  p.  106. 
'  Gynecology,  third  ed.,  p.  678. 

*  Diseases  of  Women,  fifth  ed.,  p.  557. 

*  Diseases  and  Accidents  incident  to  Women,  third  ed.,  1881. 

*  Op.  cit.,  fourth  ed.,  p.  215. 

'  Diagnosis  and  Surgical  Treatment  of  Abdominal  Tumors,  1885. 

8  Contributions  to  the  Surgical  Treatment  of  Tumors  of  the  Abdomen,  p.  25. 
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when  lie  mistook  a  case  of  fibrous  cystic  tumor  of  the  uterus 
for  an  ovaiian  tumor ;  which  attests  at  once  his  unrivaled 
accuracy  in  diagnosis  and  the  infrequency  of  uterine  fibro- 

cysts  abroad. 

It  is  clear,  then,  from  the  evidence  adduced,  that,  in  re- 
spect of  frequency  of  occurrence,  whether  in  this  country  or 
abroad,  a  fibro-cystoma  of  the  uterus,  in  comparison  with  an 
ovarian  cystoma,  is  a  very  rare  disease.  This  is  all  the  more 
remarkable  in  the  negro  race,  among  whom  fibroids  of  the 
uterus  are  met  with  everyday;  and  uterine  fibro-cysts,  in 
certainly  the  majority  of  cases,  are  merely  extra-uterine 
fibroids  that  have  become  softened.  I  have  only  once  seen 
a  uterine  fibro-cyst  in  a  negress,  aged  thirty-two  years,  which 
was  filled  with  pus,  and  removed  with  a  fatal  result. 

But  however  important  as  an  element  of  differential  di- 
agnosis infrequency  of  occm-rence  of  fibro-cysts  of  the  uterus 
may  be  in  the  white  race  in  a  doubtful  case,  it  avails  little 
in  the  negro  race,  among  whom  ovarian  cystomata  are  almost 
unknown.     Still,  as  ovarian  and  fibro-cystic  uterine  tumors 
are  almost  equally  among  the  rarest  of  all  rare  things  in 
negroes,  that  fact  alone  should  rather  lead  the  mind  away 
from  the  diagnosis  of  these  affections  among  them  in  quest 
of  others  to  account  for  the  phenomena  in  question.     But, 
before  that  is  done,  other  elements  of  diagnosis  should  be 
utilized.     What  infiuence  has  age  in  the  solution  of  the 
problem  in  hand?    In  a  remarkable  paper  upon  the  Diag- 
nosis of  Ovarian  Tumors  from  Fihro-cystic  Tumors  of  the 
Uterus,  by  our  eminent  Fellow,  Dr.  Charles  Carroll  Lee,^ 
and  which  has  been  so  generally  quoted  both  at  home  and 
abroad,  he  gives  the  histories  of  nineteen  cases,  derived  from 
various  sources.     In  eighteen  the  age  is  stated,  and  there 
were  only  two  under  3-i  years ;  generally  they  were  from  40 
to  50 ;  one  was  26,  and  one  27.    Besides  these  I  have  searched 
out  and  added  ten  others— five  reported  by  Dr.  W.  L.  At- 
lee,  aged,  respectively,  36,  40,  40,  56,  and  42  years ;  two 
by  Dr.  Thomas  Keith,  52  and  28  years ;  one  by  Sir  Spencer 

>  Xew  York  Medical  Journal,  vol.  xiv,  p.  449. 
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Wells/  aged  39  years,  mistaken  for  a  multilocular  ovarian 
cyst ;  one  by  Dr.  Hunter  McGuire,^  aged  24 — a  negress ;  and 
one  by  myself,  aged  32  years,  also  a  negress.  Thus,  of  twenty- 
eight  cases  of  fibro-cysts  of  the  uterus,  only  four  were  under 
34:  years.  In  view  of  these  facts,  it  seems  to  me  that  the  age 
of  the  patient  is  a  matter  of  considerable  importance  in  the 
differential  diagnosis  of  two  affections  often  so  confessedly 
difficult  as  to  elude  the  skill  of  the  most  accurate  experts, 
however  matured  and  sharpened  by  amplest  experience.  Of 
the  nineteen  cases  of  fibro-cystic  tumors  of  the  uterus  col- 
lected and  analyzed  by  Dr.  Lee,  a  correct  diagnosis  was 
made  before  operation  in  only  one ;  all  the  rest  were  mis- 
taken for  ovarian  cysts.  So  far,  then,  as  age  lent  aid  to 
diagnosis,  my  case,  twenty-four  years  old,  was  probably  not  a 
fibro-cyst  of  the  uterus ;  still.  Dr.  McGuire's  case  was  of  the 
same  age  and  of  the  same  race — a  fact  well  known  to  me  at 
the  time. 

The  rate  of  growth  is  always  to  be  considered,  and  there 
can  be  no  question  that  uterine  fibro-cysts,  like  hard  fibroid 
tumors,  usually  grow  much  more  slowly  than  ovarian  cysts ; 
still,  we  have  the  authority  of  W.  L.  Atlee  ^  for  the  state- 
ment that  the  growth  of  the  former  may  be  as  rapid  as  that 
of  the  latter ;  and  Peaslee*  makes  the  same  assertion.  In  all 
such  affections,  however,  the  rate  of  increase  must  be  re- 
ceived with  caution  and  reserve  ;  and  the  fact  that  they  may 
remain  long  unrecognized  depreciates  the  value  of  this  ele- 
ment of  differential  diagnosis.  Hence  I  was  not  disposed 
to  attach  great  importance  to  the  statement  of  my  patient, 
of  very  limited  intelligence,  that  the  growth,  whatever  it 
might  be,  did  not  date  back  farther  than  three  months  and  a 
half. 

It  is  generally  taught  that,  in  making  a  diagnosis  between 
a  uterine  fibro-cyst  and  an  ovarian  cyst,  we  must  remember 
that  in  the  former  the  uterine  cavity  is  generally  enlarged, 

'  British  Med.  Jour.,  IS^S,  vol.  ii,  p.  865. 
'  Philadelphia  Med.  Times,  vol.  ii,  p.  244. 
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mucli  exceeds  two  and  a  haK  inches  in  length,  and  that  menor- 
rhagia  and  metrorrhagia  are  generally  observed.  But  the  ex- 
ceptions are  not  infrequent.  On  the  3d  of  July,  1880, 1  suc- 
cessfully performed  double  ovariotomy  on  a  lady,  twenty-eight 
years  of  age,  who  had  suffered  from  profuse  menorrhagia  and 
metrorrhagia  for  ten  years,  and  who  had  no  fibroids  or  other 
disease  of  the  uterus.  She  had  metrorrhagia  when  the  oper- 
ation was  done  ;  the  hemorrhage  promptly  ceased,  and,  two 
years  afterward,  she  had  never  bled  from  the  uterus  again. 
Hear  the  testimony  of  our  eminent  Honorary  Fellow,  Dr. 
George  Granville  Bantock.  In  writing  about  hysterectomy 
he  states :  ^  "  H  any  one  were  asked  to  name  the  most  charac- 
teristic symptom  of  uterine  fibroid,  he  would  probably  an- 
swer '  hemorrhage.'  But  it  is  a  remarkable  fact  that  in  only 
four  of  twenty-one  cases  in  which  I  have  operated  was  this  a 
prominent  symptom  at  the  time  of  operation."  There  are  so 
many  affections  of  the  uterus  which  may  co-exist  ^vith  an 
ovarian  cystoma  and  produce  profuse  uterine  hemorrhages, 
and,  on  the  other  hand,  uterine  fibro-cysts  are  so  generally 
extra-uterine,  with  slight  involvement  of  the  uterine  wall, 
that  the  presence  or  absence  of  uterine  hemorrhages  ought 
not,  in  a  doubtful  differential  diagnosis,  to  receive  great 
weight.  And  this  is  all  the  more  apparent  when  we  con- 
sider that  diseases  of  the  ovaries  themselves  produce  copious 
uterine  hemorrhages.  Thus,  a  few  years  back,  I  lost  a  patient 
in  the  Maryland  University  Hospital  from  incessant  metror- 
rhagia which  nothing  could  control;  and  the  autopsy  re- 
vealed the  existence  of  carcinomatous  degeneration  of  the 
right  ovary  as  the  sole  lesion.  On  the  21st  of  May,  1884,  ] 
performed  oophorectomy  on  a  married  and  sterile  lady,  aged 
twenty-five,  who  had  no  uterine  disease,  and  had  long  suf- 
fered from  metrorrhagia.  Both  ovaries  were  nearly  three 
times  their  normal  size,  hard,  nodulated,  and  undergoing 
cystic  degeneration.  And  Lawson  Tait  has  emphasized  the 
close  association  of  uncontrollable  menorrhagia  with  small 
cystic  ovaries.^ 

» British  Med.  Jour.,  August  26,  18S2,  p.  364.  '  Op.  eit.,  p.  190. 
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In  tlie  case  which  forms  the  text  of  these  remarks  there 
were  no  menstrual  irregularities  whatever.  Having  rejected 
the  diagnosis  of  uterine  fibro-cyst,  I  next  considered — 

3.  Was  it  a  parovarian  cyst  ?    Dr.  Atlee  says :  ^ 

"There  is  no  condition  of  the  female  abdomen  that  imi- 
tates ovarian  dropsy  as  much  as  this.  It  may  be  safely  as- 
serted that  its  external  appearances,  when  the  disease  is  fully 
developed,  are  identical  with  those  of  unilocular  ovarian 
dropsy  at  a  similar  stage  of  development." 

My  case,  like  a  parovarian  cyst,  presented  to  palpation  a 
uniform  and  rapid  wave  in  every  diameter  of  the  tumor ; 
and,  according  to  Peaslee,  a  parovarian  cyst  "  occurs  most 
usually  in  young  women,"  and  my  case  was  twenty -four  years 
of  age.  On  the  other  hand,  parovarian  cysts  are  usually 
of  very  slow  development,  and  generally  so  flaccid  that, 
although  they  may  fill  the  abdomen  and  even  reach  to  the 
sternum,  they  may  be  compressed  to  the  umbilicus,  while  an 
ovarian  cyst  is  hard  and  incompressible — clinical  data  espe- 
cially emphasized  by  Goodell,'^  who  affirms  that  exceptions 
to  this  rule  are  very  rare ;  that  is,  either  a  tense  parovarian 
cyst  or  a  flaccid  ovarian  one.  I  have  seen  only  two  well- 
marked  exceptions — a  tense  parovarian  cyst  in  the  practice 
of  Dr.  Alan  P.  Smith,  of  Baltimore,  and  quite  recently,  in 
my  own  practice,  a  large  flaccid  ovarian  cyst,  of  which  I 
will  speak  farther  on.  In  the  case  I  am  discussing,  as  al- 
ready stated,  the  cyst  was  hard,  tense,  and  elastic.  In  re- 
spect to  the  value  of  age  as  an  element  of  diagnosis.  Dr. 
Atlee's  experience  does  not  seem  to  bear  out  Dr.  Peaslee's 
statement.  Of  seven  cases  reported  by  Atlee,  the  ages  were, 
respectively,  25,  two  29, 30, 40,  and  two  44  years  old.  Slowness 
of  development  is  more  characteristic.  Goodell  removed  a 
parovarian  cyst  which  had  existed  ten  years,  and  Lawson 
Tait  one  which  had  been  in  existence  more  than  ten  years. 
Still,  these  cysts  occasionally  grow  rapidly.  Tait  says  that 
he  has   "removed  a  very  large  parovarian  cyst,  when  the 

'  Op.  a(.,  p.  107.  *  Amer.  Jour,  of  Obstet.,  vol.  xvii,  p.  391. 
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fact  was  fully  ascertained  that  the  tumor  grew  in  less  than 
six  weeks "  ;  and  in  another  place  (presumably,  from  the 
connection,  speaking  of  these  cysts)  that  he  has  "  removed 
two  unilocular  tumors,  one  of  which  grew  so  as  to  completely 
distend  the  abdomen  in  seven  weeks,  and  another,  almost  as 
large,  which  had  not  been  noticed  for  more  than  five 
weeks."  ^  But  parovarian  cysts  are  comparatively  rare,  do 
not  seriously  affect  the  general  health,  and  almost  always 
impart  to  the  palpating  hand  the  sensation  of  a  very  thin 
liquid.  And  I  readily  excluded  a  parovarian  cyst  in  my 
case. 

4.  Was  it  a  case  of  simjple  ascites?  When  I  saw  the 
case,  pure  ascites  was  out  of  the  question.  The  lines  and 
limits  of  dullness  and  fluctuation  corresponded  exactly  in  all 
positions  ;  the  percussion-note  was  resonant  at  the  sides  over 
the  ascending  and  descending  colon  ;  and  the  abdomen  was 
not  sufficiently  distended  to  prevent  the  buoyant  intestines 
from  floating  to  the  surface,  as  occurs  exceptionally  in  ex- 
cessively large  accumulations  of  free  fluid  in  the  peritoneal 
cavity,  and  thus  mimicking  encysted  fluid. 

5,  and  lastly.  "Was  it  a  case  of  so-called  encysted  dropsy 
of  the  'peritoneum^  the  result  of  simple  peritonitis  ?  This  is 
admitted  on  all  hands  to  be  an  extremely  rare  affection,  and, 
according  to  Peaslee,  it  occurs  more  seldom  in  women  than 
in  men.  The  intestines  may  be  strapped  down  to  the  back 
by  adhesions  and  large  deposits  of  lymph,  or  held  down  by  a 
thickened  and  shortened  omentum,  and  plastic  exudations 
so  disposed  as  to  form  a  cyst-hke  cavity  in  which  serum  is 
imprisoned  ;  so  that  the  areas  of  dullness  and  resonance  re- 
main the  same  on  changing  the  patient's  position.  In  Octo- 
ber, 1875,  I  was  kindly  invited  by  Prof.  Erich,  of  Baltimore, 
to  witness  an  ovariotomy  in  a  negress,  aged  twenty,  who  was 
supposed  to  present  all  the  physical  signs  of  a  large  ovarian  cyst, 
and  the  diagnosis  had  been  sustained  by  the  character  of  the 
fluid  drawn  by  tapping,  which  was  positively  stated,  by  an 
experienced  microscopist,  to  reveal  the  presence  of  the  so- 

"  Op.  cit,  pp.  I6Y  and  189. 
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called  ovarian  cell.^  It  turned  out  to  be,  however,  "  encysted 
ascites  simulating  ovarian  dropsy,"  and  was  followed  by  an  un- 
fortunate result.  Dr.  J.  E wing  Mears  has  reported  a  similar 
case,  aged  forty,  which  he  mistook  for  a  multilocular  cyst  of 
the  ovary,  and  for  which  he  operated  with  a  fortunate  issue.^ 
But,  according  to  Peaslee  and  Barnes,^  in  encysted  dropsy 
of  the  peritoneum  fluctuation  is  weak  and  limited  ;  tlie  abdo- 
men is  not  prominent,  but  flat,  at  points  even  depressed ;  the 
health  is  not  bad,  and  the  increase  of  the  affection  slow, 
while  in  my  case  all  this  was  reversed.  In  the  cases  in 
question,  however,  the  inflammatory  exudations  in  the  ab- 
dominal cavity  are  attended,  especially  in  their  earlier  stages, 
by  symptoms  of  constitutional  disturbance  much  more  acute 
and  grave  than  those  which  usually  herald  the  earher  peri- 
ods of  ovarian  cystomata,  which,  according  to  Atlee,  only  ex- 
ceptionally exhibit,  then,  violent  symptoms.  But,  as  my  case 
was  attended  with  acute  pleurisy  and  marked  constitutional 
disturbance,  and  the  abdominal  enlargement  revealed  no  ten- 
derness upon  pressure,  there  seemed  no  reason  w'hy  the 
acuteness  of  the  phenomena  present  should  be  referred  to  en- 
cysted dropsy  of  the  peritoneum,  and  it  was  excluded. 

And  now,  gentlemen,  those  of  you  who  may  have  hon- 
ored me  thus  far  in  listening  to  this  address  are  ready,  I 
fancy,  to  say  :  "  You  have  been  speaking  long  enough 
already,  if  not  too  long ;  why  do  you  not  tell  us  at  once 
what  the  thing  was  ? "  Well,  I  will  anticipate  enough  to 
say  it  was  not  any  one  of  the  morbid  states  I  have  been  dis- 
cussing. 

The  case  was  transferred  to  my  gynecological  wards  in 
the  hospital,  and  on  the  20th  of  June,  having  thought  it  over, 
I  considered  what  was  best  to  be  done.  Would  it  be  best  to 
aspirate  the  pleuritic  effusion,  and  thus  relieve  the  oppressed 
breathing  ?  In  a  bad  case  of  multilocular  ovarian  cystoma  I 
had  given  prompt  relief,  August  15, 1878,  to  a  lady  aged  fifty, 

*  Boston  Med.  and  Surg.  Jour.,  vol.  ciii,  p.  818. 
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by  aspirating  tlie  left  pleural  sac,  wliicli  was  filled  to  repletion 
by  an  acute  pleuritic  effusion,  and  which  did  not  return.  In 
this  case,  however,  I  determined  to  aspirate  the  abdominal 
cyst,  as  I  was  anxious  to  ascertain  the  character  of  the  con- 
tained fluid.  This  I  preferred  to  making  an  exploratory  in- 
cision, which  might  lead,  of  necessity,  to  a  completed  opera- 
tion, for  which,  should  it  be  subsequently  required,  I  hoped 
to  have  the  poor  woman  in  better  condition.  And  this  I 
proceeded  to  do,  with  every  antiseptic  precaution.  As  the 
fluid,  which  was  of  a  light  straw-color,  was  pumped  into  a 
large  pitcher,  it  began  to  coagulate  as  speedily  as  blood  ;  and, 
an  hour  afterward,  I  never  saw  a  firmer  clot  and  more  abun- 
dant serum  in  the  by-gone  days  when  medical  men  were  not 
afraid  to  bleed.  After  all  the  fluid  was  removed,  large,  hard 
masses  were  easily  felt  through  the  abdominal  wall,  resem- 
bling those  felt  after  tapping  in  the  walls  of  a  multilocular 
ovarian  cyst.  According  to  Dr.  Atlee's  teaching,  as  we  all 
know,  I  had  before  me  a  fibro-cyst  of  the  uterus.     He  said :  ^ 

"I  consider  the  fluid  removed  from  a  fibro-cystic  uterine 
tumor  to  be  blood  minus  the  corpuscles,  or  true  liquor  san- 
guinis, which  rapidly  coagulates  on  exposure  to  the  atmosphere, 
and  after  a  reasonable  time  separates  into  fibrin  and  serum.  So 
far  as  my  experience  goes,  I  have  met  with  no  other  fluid,  re- 
moved from  the  abdominal  cavity,  that  undergoes  such 
changes  ;  nor  have  I  met  with  any  other  form  of  tumor  that 
furnishes  such  a  fluid.  It  may,  therefore,  be  pronounced  not 
only  diagnostic,  but  pathognomonic." 

But  my  experience  had  furnished  me  two  cases  before 
this  which  clearly  seemed  to  negative  Dr.  Atlee's  experience. 
About  four  years  before  this  date  I  had  a  case  under  care  in 
which  I  was  greatly  puzzled  in  making  the  diagnosis  between 
an  ovarian  cyst  and  a  fibro-cystic  tumor  of  the  uterus.  I  as- 
pirated the  tumor  and  drew  off  nearly  two  pints  of  a  reddish 
fluid  (all  that  would  flow  through  the  tube)  which  did  not 
coagulate  during  the  twenty-eight  days  that  I  kept  a  portion 

'  Op.  cit.,  p.  289. 
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of  it  in  a  bottle ;  and,  relying  upon  Dr.  Atlee's  test  of  tlie 
speedy  coagulability  of  fibro-cystic  fluid,  I  decided  in  favor 
of  ovarian  cystoma.  But,  when  I  subsequently  opened  tlie 
abdomen,  I  encountered  a  large  fibroid  of  the  uterus  grow- 
ing from  the  right  side  of  the  organ  by  a  pedicle  about  the 
size  of  a  man's  wrist,  and  undergoing  cystic  degeneration. 
This  case  proved  that  the  fluid  from  a  fibro-cystic  uterine 
tumor  does  not  always  rapidly  coagulate  on  exposure  to  the 
atmosphere.  Again,  on  the  20th  of  December,  1878,  I  was 
consulted  by  a  gentleman,  aged  forty-nine,  from  Kaleigh, 
IN".  C,  who  had  been  suffering  for  some  months  from 
apparently  simple  ascites  or  hydro-peritoneum.  Kemedies 
made  no  impression  on  the  disease ;  and,  from  frequently 
getting  out  of  bed  at  night  and  sitting  up  to  relieve,  in  some 
degree,  urgent  dyspnea,  he  contracted  a  croupous  pneu- 
monia which  involved  the  entire  right  lung,  which  is  twice 
as  fatal  as  pneumonia  of  the  left.  Dyspnea  became  so 
alarming  that,  on  the  3d  of  January  succeeding,  assisted  by 
Prof.  George  W.  Miltenberger,  I  tapped  the  abdomen.  The 
ordinary  trocars  used  in  this  little  operation  were  too  short  to 
penetrate  entirely  through  the  abdominal  wall,  and  I  used  an 
aspirating  tube  which  entered  four  inches  and  a  quarter  before 
the  lemon-yellow  fluid  began  to  flow.  It  soon  began  to  coagu- 
late, and  the  clot  formed  was  nearly  as  large,  in  proportion  to 
quantity,  as  occurs  in  venesection.  Perhaps  there  was  a 
chronic  diffuse  peritonitis,  which  sometimes  arises  in  the 
course  of  old-standing  ascites,  particularly  if  the  latter  be 
dependent  on  stasis  in  the  portal  vein,  and  more  especially 
when  an  atrophic  nutmeg  liver  is  developed  as  a  result  of 
the  stasis,^  as  was  altogether  probable  in  the  case  in  question. 
In  ordinary  simple  ascites  there  is  generally  some  spontane- 
ous coagulation,  but  nothing  like  what  took  place  in  this 
case,  which  proved  that  there  is  another  fluid  removed  from 
the  abdominal  cavity,  other  than  uterine  fibro-cystic  fluid, 
which  speedily  coagulates  on  atmospheric  exposure.  Thus, 
to  resume :  An  analysis  of  these  three  cases  proves  (1)  that 

^  Bauer,  in  Ziemssen^s  Cyc,  vol.  viii,  p.  296. 
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the  fluid  from  a  fibro-cystic  uterine  tumor  does  not  always 
rapidly  coagulate  on  exposure  to  the  atmosphere;  (2)  that 
fluid  simply  from  the  abdominal  cavity  may  rapidly  coagu- 
late on  atmospheric  exposure ;  and  (3)  that  fluid  removed 
from  an  abdominal  cyst,  not  a  fibro-uterine  cyst,  may  do  so 
likewise. 

After  the  cyst  was  aspirated  the  patient  seemed  ta  do  well 
until  the  third  day,  when  she  had  a  chill  and  rapid  rise  of 
fever,  and  all  the  signs  and  symptoms  of  acute  peritonitis 
quickly  supervened.  On  the  seventh  day  she  died,  and,  at 
my  request,  the  autopsy  was  kindly  made  by  my  colleague, 
Dr.  I.  E.  Atkinson,  professor  of  pathology  in  the  University 
of  Maryland : 

"  Body  emaciated  and  of  medium  size.  A  tumor-like  promi- 
nence was  visible  in  the  epigastric  and  umbilical  regions.  The 
presence  of  fluid  was  not  evident  to  palpation.  Upon  opening 
the  abdominal  cavity,  a  mass  as  large  as  a  child's  head  at  term 
presented  at  the  opening.  This  proved  to  be  composed  of 
omentum,  transverse  colon,  and  small  intestines  bound  to- 
gether and  made  smooth  and  continuous  by  inflammatory  exu- 
dation. As  the  masses  of  lymph  were  gently  separated,  the 
thickened  and  inflamed  peritoneum  was  seen  to  be  everywhere 
invaded  by  fine  miliary  tubercles.  Recently  formed  visceral 
peritoneal  adhesions  were  found  throughout  the  abdominal 
cavity,  and  tubercle  was  sprinkled  over  both  parietal  and  vis- 
ceral surfaces.  There  was  but  little  fluid  in  the  abdominal 
cavity  of  a  pale  straw-color.  There  was  no  sign  of  ovarian  or 
uterine  disease.  There  was  some  tubercular  ulceration  in  the 
small  intestine.  The  other  abdominal  organs  remained  unaf- 
fected. 

"  Upon  opening  the  thorax,  a  large  quantity  of  clear  serum, 
of  the  color  of  brown  sherry,  escaped  from  the  left  pleural 
cavity.  Both  costal  and  visceral  pleurae  were  invaded  by  scat- 
tered miliary  gray  tubercles.  The  pericardial  sac  also  con- 
tained some  fluid  of  a  straw  color,  and  had  a  few  miliary  tu- 
bercles on  its  surface  toward  the  base.  In  both  lungs  were 
scattered  miliary  gray  tubercles,  but  no  softening  or  case- 
ation." 
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It  is  thus  seen  tliat  tliis  was  a  case  of  encysted  tubercular 
peritonitis,  which  presented  the  characteristic  phenomena  of 
a  unilocular  ovarian  or  parovarian  cyst.  The  small  amount 
of  fluid  found  is  obviously  accounted  for  by  the  recent  attack 
of  adhesive  peritonitis,  which  nearly  obliterated  the  tubercu- 
lar cyst,  and  by  the  large  amount  drawn  off  by  aspiration. 

l^ow,  it  may  well  be  asked,  As  you  correctly  reasoned  out 
what  the  case  was  not,  why  did  you  not  reason  out  what  it 
was?  The  answer  is  near  at  hand.  I  was  so  engrossed  with 
the  phenomena  before  me  that  I  strangely  failed  to  remember 
the  clinical  history  recorded,  by  my  intelhgent  chief  of  clinic, 
Dr.  Chunn,  and  to  attach  due  importance  to  commemorative 
events.  We  all  know  how  prone  we  are  not  to  give  great 
weight  to  the  past  observations  of  others  when  they  are  in 
complete  and  obvious  contrast  with  what  we  immediately 
observe  ourselves.  The  history  of  the  case  evinced  the  pres- 
ence of  a  fluid  evidently  free  in  the  peritoneal  cavity  when 
the  patient  flrst  presented  herself  to  Dr.  Chunn ;  and  when 
I  saw  her,  about  seven  weeks  later,  there  was  obviously 
fluid  imprisoned  in  an  abdominal  cyst.  Kow,  this  was  evi- 
dently the  result  of  a  simple  or  tubercular  peritonitis,  or  else 
cancer  of  the  peritoneum.  And,  as  the  latter  would,  in  all 
probability,  be  excluded  by  the  absence  of  its  concomitant 
circumstances,  the  diagnosis  would  be  narrowed  down  to  the 
two  former.  But,  as  tubercular  peritonitis  is  usually  associ- 
ated with  a  tuberculous  process  distributed  throughout  the 
body,  and  notably  in  the  lungs,  the  presence  of  pleurisy  in 
my  case  ought  to  have  been  strikingly  significant ;  and,  by 
the  familiar  process  of  exclusion,  a  simple  inflammatory  cyst 
ought  to  have  been  rejected  and  a  tubercular  peritonitic 
cyst  accepted.  This  is  the  important  lesson  which  my  case 
teaches.  But,  if  I  failed  to  read  it  aright,  while  I  have  no 
disposition  to  dodge  behind  the  ample  shield  of  great  names, 
it  is  some  consolation  to  know  that  some  of  the  ablest  and 
most  experienced  gynecological  diagnosticians  have  failed 
likewise,  as  will  presently  appear. 

The  literature  of  encysted  tubercular  peritonitis,  simulat- 
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ing  ovarian  cysts,  is  very  scanty.  No  illustrative  cases  are 
given  in  our  standard  gynecological  works ;  indeed,  the  sub- 
ject does  not  seem  to  have  received  even  the  cold  respect  of 
a  passing  recognition.  Nor  in  works  on  the  general  practice 
of  medicine,  save  in  a  perfunctory  and  dimly  shadowed  way 
of  no  practical  utility,  unless  the  following,  cited  by  Bauer,^ 
be  a  slight  exception : 

"  In  Kaulick's  work  a  case  is  recorded  in  which  the  partial 
sacculation  of  fluid  by  means  of  firm  membranes  produced  phe- 
nomena which  gave  rise  to  a  similarity  to  an  ovarian  cyst." 

In  works  consecrated  to  diseases  of  the  ovaries  and  ovari- 
otomy we  do  not  find  much  on  the  subject  in  hand.  In  his 
great  work,  Peaslee  ^  simply  says :  "  Acute  tubercular  perito- 
nitis may  simulate  an  ovarian  or  other  form  of  abdominal 
tumor."  Sir  Spencer  "Wells  enlightens  us  with  a  single  illus- 
trative case.  Called,  in  1862,  to  see  an  unmarried  lady,  aged 
twenty-two,  whose  abdomen  was  as  large  as  that  of  a  woman 
near  the  full  term  of  pregnancy,  and  filled  with  free  fluid, 
which  gravitated  to  the  lowest  point  with  all  changes  of  po- 
sition, and  looking  at  her  appearance  and  to  the  fact  that 
she  had  occasional  pain,  he  diagnosticated  a  subacute  form  of 
tubercular  peritonitis.  Some  months  afterward,  however,  a 
remarkable  change  had  taken  place.  The  abdomen  was  much 
more  prominent  and  arched  than  before ;  it  was  dull  in  aU 
positions  of  the  body,  and  clear  in  both  flanks  as  she  lay  on 
her  back ;  fluctuation  was  evident  in  all  directions ;  and,  on 
taking  a  deep  inspiration,  a  cyst  appeared  to  move  downward 
from  the  epigastrium  beneath  the  parietes.  He  now  doubted 
the  accuracy  of  his  first  opinion,  and  she  was  tapped.  Seven 
days  later  he  became  rather  impressed  with  the  belief  that 
he  was  dealing  with  a  thin,  non-adherent,  unilocular  ovarian 
cyst,  and  made  an  exploratory  incision.  No  cyst  appeared, 
but  a  large  quantity  of  opalescent  fluid  escaped,  and  the 
whole  of  the  peritoneum  was  seen  to  be  studded  with  myriads 

»  Oj).  at.,  p.  336.  «  Op.  dt,  p.  163. 
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of  tubercles.^  So  that,  altliongli  he  had  the  advantage  of  a 
personal  examination  when  the  diagnosis  of  an  abdominal 
cyst  was  clearly  out  of  the  question,  and  sagaciously  made  a 
correct  diagnosis,  subsequently,  when  the  conditions  were 
radically  changed,  he  doubted  its  accuracy,  and  thought  he 
had  before  him  an  ovarian  cyst.  But  the  most  remarkable 
part  of  the  history  of  this  lucky  lady  remains  to  be  told.  She 
got  well,  married,  and,  in  188i — twenty-two  years  afterward 
— was  still  well ! 

Mr.  Lawson  Tait  states  that  his  book  on  Diseases  of  the 
Ovaries  includes  all  the  conditions  which  simulate  ovarian 
tumors  that  have  occurred  in  his  practice ;  and  I  find  no  ac- 
count of  tubercular  peritonitic  cysts  simulating  ovarian  cysts 
among  them. 

But  Dr.  Atlee  has  reported'^  three  cases  of  tubercular 
peritonitis  which  produced  conditions  similar  to  those  char- 
acteristic of  unilocular  ovarian  cysts,  aged  ten,  twenty-nine, 
and  forty-nine  years.  All  were  fatal,  and  not  one  seems  to 
have  been  correctly  diagnosticated  before  death.  All  were 
tapped,  and  in  all  the  fluid,  in  that  respect  like  ovarian  fluid, 
"  firmly  coagulated  by  heat,"  but  not,  as  in  my  case,  rapidly 
on  exposure  to  the  atmosphere. 

In  journalistic  literature  I  have  met  with  only  two  cases. 
One,  Maggie  C,  black,  aged  twelve  years,  reported^  by 
our  distinguished  Fellow,  Dr.  Samuel  C.  Busey,  '*  as  a  case 
of  tuberculosis  of  the  peritoneum,  with  the  formation  of  a 
sac  simulating  an  ovarian  cyst."     The  author  says  : 

"  During  the  examination  at  the  time  of  admission  the  pos- 
sibility of  the  presence  of  an  ovarian  cyst  was  considered,  but 
was  excluded  by  the  facts  elicited  at  the  time.  A  few  days' 
observation  and  examination  of  the  pulse-rate  and  temperature 
chart  confirmed  the  diagnosis  of  tubercular  peritonitis.  The 
probability  of  the  formation  of  a  cyst  in  cases  of  tubercular 
peritonitis  simulating  ovarian  dropsy  is  very  remote.     I  have 

'  Op.  cil.,  p.  20,  and  Ovarian  and  Uterine  Tumors,  London,  1882,  p.  100. 

'  Op.  ciL,  pp.  72,  13,  and  78. 

'  Gaillard's  Med.  Jour.,  May,  1880. 
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not  examined  the  literature  of  the  subject,  and  can  only  refer 
to  the  one  case  observed  by  Kaulick." 

The  other  case  has  been  recently  reported  by  Prof. 
William  Gardner,  M.  D.,  of  Montreal.^  This  was  an  un- 
married domestic  servant,  aged  twenty-three,  who  admitted 
a  pregnancy,  terminating  at  six  or  seven  months,  a  year  and 
a  half  previous.  The  abdominal  enlargement  had  only  been 
noticed  three  or  four  months  previous.  Her  general  health 
had  declined,  and  she  was  emaciated  : 

^^Examination. — "Well-marked  fluctuation  over  the  whole 
of  the  anterior  and  antero-lateral  aspects  of  the  abdomen. 
Dullness  on  percussion  over  the  same  area.  In  the  lumbar  re- 
gion (flanks)  and  epigastrium  the  bowel  note  present.  No 
firm  or  solid  part  to  be  felt  anywhere.  The  anterior  aspect  of 
the  abdomen  quite  uniform.  The  uterus,  measuring  two  inches, 
pressed  upward  and  forward,  lay  immediately  behind  the 
pubes.  The  patient  was  admitted  to  the  Montreal  General 
Hospital  and  kept  under  observation  for  a  few  days,  when  it 
was  found  that  she  had  fever  of  septic  type,  the  temperature 
at  times  running  very  high,  with  profuse  sweating  and  occa- 
sional attacks  of  vomiting.  During  this  interval  she  was  seen  by 
Drs.  Fenwick,  Ross,  Roddick,  Shepherd,  and  J.  C.  Cameron, 
who  concurred  in  my  diagnosis  of  suppurating  ovarian  cyst. 
Another  symptom — red  blush  and  edema  of  the  central  anterior 
part  of  the  abdominal  wall — seemed  to  support  the  view.  Oper- 
ation :  The  ordinary  incision  for  ovariotomy  was  made,  but,  on 
reaching  the  peritoneum,  no  separation  of  parietal  from  visceral 
layer  could  be  made  ;  the  knife  entered  the  collection  of  fluid, 
passing  through  what  seemed  to  be  a  thickened,  closely  adher- 
ent cyst- wall. 

"  Drainage  was  practiced  in  this  case,  and  irrigations  of 
carbolized  water,  then  corrosive  sublimate  solutions,  and  finally 
solutions  of  iodine,  were  used.  But  death  occurred  from  ex- 
haustion six  weeks  after  the  operation.  The  autopsy  revealed 
the  anterior  peritoneal  cavity  converted  into  a  suppurating 
cyst,  extending  from  the  liver  into  the  true  pelvis,  which  was 

'  Canada  Med.  and  Siirg.  Jour.^  June,  1885. 
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nearly  filled  by  the  mass,  and  which  consisted  of  all  the  intes- 
tines, except  the  transverse  colon,  closely  matted  together  by 
recent  adhesions  and  studded  with  miliary  tubercles.  The 
lungs  were  universally  adherent,  and  studded  with  gray  granu- 
lations." 

Prof.  Gardner  states  that  a  similar  case  occurred  some 
years  ago  in  the  practice  of  his  colleague,  Dr.  Fenwick, 
in  which  the  same  error  of  diagnosis  was  made  by  all  who 
saw  it,  and  that  the  patient  died  some  months  after  oper- 
ation. 

I  have  endeavored  to  present  a  fair  statement  of  the 
meager  literature  of  this  subject  as  I  have  found  it.  It  can 
scarcely  be  said  that  a  correct  diagnosis  was  made  in  any  of 
the  eight  cases  previous  to  death ;  for  if,  at  first,  Sir  Spencer 
Wells  made  a  correct  diagnosis  of  a  subacute  form  of  tuber- 
cular peritonitis,  he  subsequently  doubted  its  accuracy,  and 
inclined  to  believe  that  he  had  in  hand  a  thin,  non-adherent, 
unilocular  ovarian  cyst,  and  operated  for  it.  Dr.  Busey  cer- 
tainly, in  his  case,  made  a  correct  diagnosis  of  the  tubercular 
process  invading  the  peritoneum  and  the  lungs,  and  excluded 
the  presence  of  an  ovarian  cyst ;  indeed,  he  even  believed 
"  that  the  walls  of  the  sac  or  abscess  were  formed  in  front 
by  the  parietal  peritoneum  and  posteriorly  by  the  aggluti- 
nated intestines  "  ;  still,  from  his  stating  that  the  formation 
of  a  cyst  in  tubercular  pei-itonitis,  simulating  ovarian  drop- 
sy, is  very  remote,  and  his  reference  to  the  one  case  observed 
by  Kaulick,  in  which  there  was  a  partial  sacculation  of  fluid 
presenting  a  similarity  to  an  ovarian  cyst,  I  infer  that  Dr. 
Busey  did  not  recognize  before  death  that  the  sac  was  caused 
by  tuberculosis  of  the  peritoneum.  It  does  not  appear  that 
Dr.  Atlee  recognized  the  true  character  of  any  one  of  his 
three  cases  before  death ;  and  Drs.  Gardner  and  Fenwick 
completely  failed  in  the  diagnosis  of  their  cases.  As  for  my 
own  case,  if  I  did  not  make  a  mistake  in  diagnosis,  it  was 
only  because  I  made  no  diagnosis  at  all ;  for  it  is  certain  that 
I  did  not  even  suspect  its  true  character. 
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The  cases  adduced  are  too  few  to  formulate  any  absolute 
rules  for  guidance  in  diagnosis ;  still,  if  they  are  scanned  a 
little  closely,  they  furnish  some  lessons  not  wliolly  destitute 
of  clinical  value. 

1.  As  regards  age.  Of  seven  cases  in  which  this  was 
noted,  the  ages  were  ten,  twelve,  twenty-two,  twenty-three, 
twenty-four,  twenty-nine,  and  forty-nine  years.  So  that  all 
were  under  thirty  except  one,  and,  of  the  six  others,  all  but 
one  were  under  twenty-five  years.  And  this  is  in  accordance 
with  the  etiology  of  tubercular  peritonitis  when  unaccompa- 
nied by  the  formation  of  cysts  that  simulate  ovarian  or 
other  forms  of  abdominal  cysts.  Thus  Loomis  says :  ^  "  Tu- 
bercular peritonitis  is  met  with  most  frequently  in  early 
life."  And  Baaer  says : '  "In  the  later  periods  of  life  tuber- 
cular peritonitis  rarely  occurs."  It  is  clear,  then,  that  age  is 
an  important  element  of  diagnosis  in  the  cases  in  question. 

2.  Jxate  of  growth.  In  all  the  cases  under  consideration, 
as  far  as  can  be  ascertained,  this  was  rapid,  and  varied  from 
six  weeks  to  eight  months ;  indeed,  only  one  seems  to  have 
reached  the  latter  limit.  In  Dr.  Atlee's  cases,  from  the  be- 
ginning until  they  presented  the  characteristics  of  an  ovarian 
cyst,  in  one  case  less  than  three  months  had  elapsed,  in  an- 
other about  six  weeks,  and  in  the  third  only  a  short  time,  as 
the  patient  had  been  suffering  from  acute  pain  in  the  abdo- 
men, followed  by  sudden  enlargement  from  an  accumulation 
of  fluid.  In  my  case  only  three  and  a  half  months  had 
passed,  and  in  Prof.  Gardner's  three  or  four,  when  they  of- 
fered the  conditions  pertaining  to  unilocular  ovarian  cysts. 
Certainly,  then,  rapidity  of  development  specially  character- 
izes the  formation  of  tubercular  peritonitic  cysts. 

3.  As  tubercular  peritonitis  is  only  in  very  rare  instances 
a  local  affection,  we  should  look  for  the  evidences  of  the 
tuberculous  process  in  other  parts  of  the  body,  and  especially 
note  the  temperature  variations,  which  were  markedly  em- 
phasized in  Dr.  Busey's  and  Dr.  Gardner's  cases. 

4.  And  lastly.    Prof.  Gardner  noticed  '■'■  red  hlush  and 

'  Practical  Medicine,  p,  325.  *  Op.  cil.,  p.  325. 
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edema  of  the  central  anterior  jpart  of  the  abdominal  wall " 
in  his  case,  and  says  that  it  seemed  to  support  his  diagnosis 
of  suppurating  ovarian  cysts.  Dr.  Loomis,  on  the  other 
hand,  states  that  "  redness  and  edema  about  the  umbilicus 
are  regarded  as  characteristic  of  tubercular  peritonitis.''^  And 
Bauer  also  says : 

"  Among  the  changes  in  the  abdominal  parietes  which  may 
be  observed,  considerable  stress  has  been  repeatedly  laid  on 
the  inflam,matory  redness  and  edem,a  which  are  sometimes  de- 
veloped in  the  neighborhood  of  the  umbilicus  in  the  course  of 
tuberculosis  of  the  peritoneum.  Vallin  has  particularly  urged 
the  importance  of  this  symptom  in  peritoneal  tuberculosis." 

And  in  a  remarkable  paper  On  Suppurating  Ovarian 
Cysts,  by  Dr.  Thomas  Keith,^  I  find  no  mention  of  the 
symptom  in  question  in  any  of  his  cases,  although  full  his- 
tories are  given  of  seven  acute  cases  of  the  ten  on  which  he 
operated. 

The  important  question  now  arises  :  When  a  correct  diag- 
nosis is  made  of  tubercular  peritonitic  cysts,  that  simulate 
ovarian  cysts,  how  are  they  to  be  treated  ?  Sir  Spencer 
Wells's  case  was  twice  tapped,  then  was  incised  as  in  ovari- 
otomy, and  recovered.  Dr.  Atlee  tapped  all  of  his  three 
cases,  and  all  died.  Drs.  Gardner  and  Fenwick  operated  on 
their  cases  as  in  ovariotomy,  and  both  died ;  and  I  aspirated  my 
case  with  a  fatal  result.  Thus,  of  six  cases  treated  by  opera- 
tive interference,  five  died — a  deplorable  exhibition.  Hence, 
it  may  well  be  asked.  Would  not  a  rational  therapeutical  and 
hygienical  management  promise  better  results  ?  Dr.  Busey's 
case  was  under  care  from  August  8, 1879,  till  ITovember  5th 
succeeding.  It  was  regarded  as  hopeless  from  the  date  of 
admission ;  and  yet,  under  his  skillful  treatment,  which  con- 
sisted in  rest,  a  nutritious  and  easily  digested  diet,  tonics, 

>  Edinburgh  Med.  Jour.^  February,  1875.  This  great  surgeon  says  :  "Of  the 
ten  more  or  less  acute  cases  operated  on,  eight  recovered,  while  the  two  chronic 
cases  got  well  easily."  I  do  not  know  that  any  one  has  equaled  this  wonderful 
success  in  the  removal  of  suppurating  ovarian  cysts. 
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cod-liver  oil,  the  syrup  of  iodide  of  iron,  and  iodide  of  po- 
tassium, a  marked  diuresis  ensued,  wLich  relieved  tlie  dis- 
tention from  fluid  accumulation  in  the  abdominal  cavity. 
And  Dr.  McCall  Anderson,  Professor  of  Clinical  Medicine 
in  the  University  of  Glasgow,  has  published^  three  cases 
illustrative  of  the  curability  of  tubercular  peritonitis,  the 
diagnosis  of  which  seems  to  have  been  justified  by  their 
clinical  histories  : 

Case  I. — Helen  G.,  aged  ten  years,  was  admitted  into  the 
hospital  complaining  of  swelling  of  the  abdomen  of  three 
months'  duration,  and  occasional  pains  in  the  epigastrium.  Has 
never  had  much  cough  ;  temperature  is  usually  from  99°  to 
100°  Fahr.,  pulse  104,  and  respiration  86  ;  tongue  slightly 
furred,  appetite  fair,  bowels  loose  ;  there  is  evidently  free  fluid 
in  the  peritoneal  cavity  in  considerable  quantity  ;  the  circum- 
ference at  the  umbilicus  is  twenty-six  inches.  Heart  and  kid- 
neys healthy,  and  there  is  no  evidence  of  liver  disease  or  of 
portal  obstruction.  The  fluid  in  the  peritoneal  sac  evidently 
results  from  peritonitis  of  a  tubercular  nature,  for  these  rea- 
sons :  1.  The  girl's  brother  died  of  "  decline  of  the  bowels." 
2.  She  is  only  ten  years  of  age — a  time  of  life  when  tubercle 
of  the  peritoneum  is  common.  3.  She  has  a  slight,  dry  cough, 
dullness  on  percussion  at  the  left  apex,  and,  in  the  same  situa- 
tion, wavy  respiration,  with  a  snoring  rale.  Under  a  careful 
regulation  of  the  diet  and  bowels,  and  anti-tuberculous  treat- 
ment (cod-Hver  oil  and  syrup  of  iodide  of  iron),  toward  the 
end  of  the  month  not  a  trace  of  fluid  could  be  discovered  in 
the  peritoneal  cavity,  all  pain  had  disappeared,  and  she  was 
dismissed  well,  excepting  slight  dullness  at  the  apex  of  the  left 
lung. 

Case  II. — A  lad,  aged  twelve  years,  had  a  most  violent  at- 
tack of  tubercular  peritonitis  ;  family  strongly  scrofulous  ; 
father  is  dying  of  strumous  cervical  adenitis  ;  his  mother  has 
phthisis,  and  also  two  of  his  brothers  ;  and  a  brother  died  of 
tubercular  disease  of  the  bowels.  The  lad's  disease  began 
■with  pain  in  the  hypogastric  region,  attended  by  high  fever, 
great  emaciation,  diarrhea,  vomiting,  but  without  serous  effu- 

'  London  Lancet,  March  3,  1877,  p.  303. 
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sion  in  the  peritoneal  cavity.  During  his  illness  of  five  weeks 
an  abscess  formed  in  the  neck,  and  discharged  about  a  cupful 
of  pus.  His  case  appeared  nearly  hopeless,  but  he  was  assidu- 
ously nursed,  fed,  and  stimulated  ;  iced  cloths  were  applied 
to  the  abdomen  for  half  an  hour  every  second  hour,  and  opi- 
um was  given  in  full  doses  (a  quarter-  to  a  half -grain  every 
four  hours),  with  a  grain  of  quinine  in  each  dose.  At  the  date 
of  report  he  was  sitting  up  in  his  arm-chair,  cheerful  and  well, 
although  weak  and  thin. 

Case  III. — This  was  a  little  girl,  with  symptoms  very  simi- 
lar to  those  of  the  first  patient,  with  fluid  in  the  peritoneal 
cavity  and  consolidation  of  one  apex.  She  was  treated  with 
cod-liver  oil  and  syrup  of  iodide  of  iron,  and  a  large  quantity 
of  fluid  was  twice  removed  by  tapping,  which  the  microscope 
showed  to  be  inflammatory  exudation.  She  made  a  perfect  re- 
covery." 

Prof.  Anderson  says  to  his  students  in  regard  to  cases  of 
tubercular  peritonitis  :  "I  would  have  you  enter  upon  their 
treatment  with  a  hope  that  your  efforts  may  be  crowned  with 
success,  especially  where  the  inflammation  is  accompanied 
by  fluid  effusionr  And  this  is  all  the  more  encouraging 
when  we  consider  the  language  of  Prof.  AKred  Loomis,  of 
!N^ew  York  city,  one  of  the  most  acute  and  accurate  auscul- 
tators  of  which  any  country  can  boast,  in  respect  of  chronic 
pulmonary  phthisis :  ^  "  Kecovery  has  occurred  in  one  sixth  of 
my  recorded  cases  during  the  past  ten  years."  Let  all  this 
be  well  pondered  before  the  restless  surgery  of  our  day, 
always  impatient  to  try  its  hand,  essays  operative  interference 
in  tubercular  peritonitic  cysts. 

Having  detained  the  Society  so  long  with  the  history  and 
discussion  of  one  case,  it  is  with  reluctance  that  I  refer  to  an- 
other. But,  as  a  whole,  it  is  so  extremely  rare,  interesting, 
and  important,  that  I  can  not  forbear  the  temj^tation  to  bring 
it  before  you. 

Case  H. — Frances  R.,  aged  twenty-four,  was  admitted  to 
the  Hospital  for  the  Women  of  Maryland,  July  10,  1883.     She 

'  Op.  cit.,  p.  197. 
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seemed  to  belong  to  the  white  race,  from  her  fair,  white  skin, 
long,  straight,  auburn  hair,  and  somewhat  ruddy  cheeks.  But 
it  was  subsequently  ascertained,  from  the  visits  of  her  associ- 
ates, that  she  claimed  to  be  of  the  colored  race.  She  had  been 
married  only  one  year,  and  had  never  been  pregnant.  Her 
general  health  was  good  in  every  respect  ;  bowels  regular, 
appetite  excellent,  uterine  functions  normal,  and  there  was  no 
evidence  of  cardiac  or  renal  trouble.  She  complained  only  of 
the  immense  weight  she  had  to  carry,  and  from  which  she  de- 
sired to  be  freed. 

The  abdomen  measured  :  from  ensiform  cartilage  to  umbili- 
cus, 10|-  inches  ;  from  umbilicus  to  symphysis  pubis,  9^  inches  ; 
from  umbilicus  to  right  anterior  superior  spinous  process  of 
ilium,  12  inches ;  from  umbilicus  to  left  anterior  superior 
spinous  process  of  ilium,  12^  inches  ;  circumference  at  umbili- 
cus, 46^  inches  ;  circumference  below  umbilicus,  47  inches. 

Examined  per  vaginam^  the  uterus  seemed  pressed  forward 
by  a  large  sac  containing  fluid,  and  the  sound  entered  two  and 
a  half  inches.  Over  the  abdomen  everywhere  there  were  devel- 
oped the  physical  signs  of  a  large  unilocular  sac.  The  woman 
stated  that  she  commenced  enlarging  between  seven  and  eight 
years  before,  and  that  the  increase  of  size  had  been  very  grad- 
ual and  free  from  notable  pain  or  uneasiness,  save  what  seemed 
due  to  a  sense  of  weight,  fullness,  and  distention.  Kow,  what 
was  it  ? 

1.  "Was  it  ascites,  as  a  physician  of  large  experience,  who 
was  present,  supposed,  from  the  superfcial  wave  responding 
to  palpation,  the  umbilicus  retaining  its  normal  position  an 
inch  nearer  to  the  pnbes  than  the  stemmn,  and  its  normal 
depression  effaced,  while  the  intestines,  anchored  to  the  mes- 
entery, could  not  float  to  the  top  of  the  liquid  and  elicit 
resonance  in  front  ?  This  view  was  quickly  dismissed.  Un- 
complicated ascites  is  the  result  of  intra-abdominal  disease, 
and,  in  an  immense  majority  of  cases,  of  cirrhosis  of  the 
liver.  This  is  the  legitimate  offspring  of  alcoholic  excesses, 
betokened  by  its  long  train  of  broken  health  and  usually 
tliin-visaged  aspect.    In  this  case  the  conditions  were  all 
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wanting,  to  say  nothing  of  its  protracted  duration  and  steady 
march,  never  once  relieved  in  its  course  by  the  trocar. 

2.  "Was  it  a  large  unilocular  ovarian  cyst  f  It  is  well 
known  that  multilocular  ovarian  cysts  develop  more  rapidly 
than  unilocular ;  and  it  may  be  safely  stated,  after  Peaslee, 
that,  as  a  rule,  the  former  demand  surgical  relief  within  a 
year,  and  the  latter  within  eighteen  months  or  two  years 
from  the  time  they  are  first  recognized  by  the  patient,  which 
usually  occurs  when  the  cystoma  is  approaching  the  level  of 
the  umbilicus,  or  about  the  size  of  the  uterus  at  the  end  of 
four  and  a  half  to  five  months  of  gestation.  So  that  when  a 
woman  tells  us  that  she  has  observed  a  well-marked  abdomi- 
nal enlargement  for  between  seven  and  eight  years,  which, 
upon  examination,  is  evidently  a  cystoma,  that  fact  alone  is 
BiYong  prima  facie  evidence  against  its  being  of  ovarian  ori- 
gin. Indeed,  before  three  years  have  elapsed,  women  are 
usually  greatly  exhausted,  and  the  features  are  characteristic- 
ally chiseled  by  anxiety,  apprehension,  and  suffering,  so  as  to 
present,  even  to  superficial  observation,  the  model  fades 
ovariana.  The  exceptions  are  certainly  not  numerous,  still 
they  do  occur.  Thus,  on  the  29th  of  August,  1870, 1  was  con- 
sulted by  Mrs.  A.  E.  H.,  aged  thirty-four,  a  widow  with  two 
children.  In  regard  to  the  diagnosis,  I  wrote  her  physician 
as  follows : 

"I  find  the  uterus  completely  retroflexed,  somewhat  en- 
larged, with  marked  cervical  metritis,  and  uterine  catarrh  in- 
volving the  entire  uterine  canal.  The  malposition  of  the  uterus 
is  caused  by  the  tumor.  This  tumor  is,  I  suspect,  of  ovarian  ori- 
gin. It  may  be,  however,  a  large  extra-uterine  fibroid  pressing 
the  uterus  backward.     Time  will  show." 

And  time  did  show.  This  patient  consulted  me  again  on 
the  15th  of  May,  1883.  She  stated  that  after  her  visit  to  me 
her  abdomen  gradually  enlarged  for  about  eight  years,  and 
was  so  immense  that  she  could  not  walk  about,  and  that  she 
had  great  difficulty  in  breathing.  Then,  after  a  sensation  of 
something  bursting  inside  the  abdomen,  soon  followed  by 
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severe  intra-abdominal  pain  and  a  protracted  illness,  the 
swelling  subsided  almost  entirely.  For  a  long  time  there 
■was  no  evidence  of  swelling  up  again ;  then,  but  very  grad- 
ually, the  abdomen  began  to  enlarge  until  the  present  time. 
She  was  now  greatly  distended,  presented  the  typical  fades 
ovariana,  had  lost  her  appetite  completely,  and  could  only 
retain  a  little  lime-water  and  milk,  from  long-standing  gastric 
irritability.  On  the  26th  of  May  I  operated  for  ovariotomy 
at  the  Union  Protestant  Infirmary,  assisted  by  Drs.  Charles 
H.  Eiley,  Charles  O'Donovan,  Jr.,  and  Eobert  T.  "Wilson. 
There  were  strong  and  numerous  adhesions  in  every  direc- 
tion, and  I  removed  a  large  multilocular  ovarian  cyst.  She 
succumbed  on  the  fourth  day  from  exhaustion,  not  having 
been  able  to  retain  any  kind  of  nourishment  on  her  stomach, 
and  sustained  only  by  rectal  food.  Kow,  here  was  a  case  of 
a  multilocular  ovarian  cyst  which  burst,  and  nearly  proved 
fatal,  about  eight  years  after  I  had  diagnosticated  an  ovarian 
cystoma,  and  which  I  removed  nearly  five  years  after  that 
accident  occurred.  And  in  a  clinical  lecture  our  distin- 
guished Fellow,  Dr.  T.  Gaillard  Thomas,  makes  the  follow- 
ing statement :  ^ 

"  Three  months  ago  I  operated  at  the  "Woman's  Hospital 
for  a  tumor  which  Dr.  Sims  had  twenty-four  years  ago  de- 
clared to  be  an  ovarian  tumor  of  the  size  of  a  cocoanut.  "When 
I  removed  it  it  weighed  sixty  pounds,  and  the  woman  got  per- 
fectly well  after  the  operation.  This  tumor  had  tmquestion- 
ably  been  growing  for  at  least  twenty-four  years.  ...  I  have 
frequently  removed  such  tumors  after  they  have  been  growing 
for  nine  or  ten  years." 

As  ovarian  cystomata  are  not  remarkable  for  either  dor- 
mancy or  sluggishness  of  growth,  Dr.  Thomas's  experience 
seems  to  have  been  somewhat  unique,  if  he  was  reported 
correctly.  But  the  testimony  of  so  accurate  and  experienced 
a  gynecologist  as  to  the  fact  that  ovarian  cystomata  may 
prolong,  by  some  years,  the  regular  normal  periods  of  their 

'  New  York  Med.  Jour.,  toI.  xxxix,  p.  88. 
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growtli  is  not  to  be  ignored  in  a  case  of  doubtful  differential 
diagnosis.  So  that  the  fact  that  the  case  in  hand  had  existed 
for  between  seven  and  eight-  years  did  not,  of  necessity, 
preclude  the  possibility  of  its  being  an  ovarian  cystoma. 
Nor  did  the  apparent  unimpairment  of  the  general  health  of 
necessity  exclude  it ;  for  Lawson  Tait  ^  assures  us :  "  The 
largest  ovarian  tumor  which  I  have  removed,  somewhere 
over  one  hundred  pounds  in  weight,  gave  rise  to  no  other 
symptoms  than  the  inability  of  the  patient  to  get  about  from 
its  immense  weight." 

3.  Was  it  2i  parovarian  cyst  ?  The  patient  was  young,  the 
affection  had  existed  between  seven  and  eight  years  with  the 
general  health  unimpaired,  fluctuation  was  superficial  and 
distinct  in  every  diameter  of  the  cystoma,  the  walls  seemed 
very  thin,  and  it  did  not  seem  filled  to  repletion ;  indeed, 
one  could  not  help  thinking  that  the  cyst  could  easily  contain 
three  or  four  quarts  more  of  fluid.  All  this  appeared  to  be 
much  more  in  unison  with  the  clinical  history  of  a  parovarian 
than  an  ovarian  cyst.  But  there  was  one  phenomenon 
which  did  not  harmonize  with  the  usual  behavior  of  a  par- 
ovarian cyst.  Although  the  cystoma  seemed  to  fill  the  ab- 
dominal cavity  and  was  quite  flaccid,  it  could  not  be  com- 
pressed down  near  the  level  of  the  umbilicus.  In  this  re- 
spect, it  more  closely  resembled  an  ovarian  cyst,  which  is 
usually  tense  and  can  not  be  compressed  like  a  parovarian 
cyst,  as  has  been  already  stated  in  another  connection.  But 
ovarian  cysts  are  not  always  tense.  On  the  9th  of  January, 
1885,  I  operated  for  ovariotomy  on  Mrs.  A.  E.  P.,  white, 
from  North  Carolina,  at  the  Hospital  for  the  "Women  of 
Maryland.  She  was  twenty-seven  years  old,  married,  had  two 
children ;  no  miscarriages.  Her  last  child  was  born  eight 
months  before.  She  had  noticed  that  her  abdomen  was 
enlarging  for  the  past  twenty-two  months ;  that  is,  five 
months  before  the  beginning  of  her  last  pregnancy.  The 
tumor  had  grown  very  slowly,  and  was  not  then  at  all  tense ; 
indeed,  it  rather  presented  the  appearance  of  ascites  than  an 

'  Op.  cit,  p.  191. 
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ovarian  cyst.  She  had  never  been  tapped.  The  uterus  was 
retroverted,  and  the  sound  entered  three  inches.  I  was 
assisted  in  the  operation  by  the  house  staff — Drs.  Charles 
H.  Kiley,  Charles  O'Donovan,  Jr.,  W.  P.  Chunn,  and  K.  T. 
Wilson.  A  large  unilocular  ovarian  cyst  was  successfully 
removed,  with  unusually  strong  adhesions  in  front  nearly  up 
to  the  ensiform  cartilage.  But  for  these  strong  anterior 
adhesions,  the  cyst  might  easily  have  been  compressed  like 
a  parovarian  cyst.  It  is  rather  remarkable  that  this  woman 
did  not  need  ovariotomy  for  eight  months  after  the  termina- 
tion of  her  pregnancy,  the  cystoma  having  been  large  enough 
to  attract  her  attention  five  months  before  she  became  preg- 
nant. But  Dr.  Keith  states,  in  his  paper  On  Sujpjpurating 
Ovarian  Cysts  that  in  one  of  his  cases  a  large  ovarian  cyst 
had  existed  with  at  least  two  of  her  pregnancies. 

4.  Was  it  a  fhro-cystic  tumor  of  the  uterus  ?  Although 
Lawson  Tait  afiirms  that  a  differential  diagnosis  of  a  fibro- 
cystic tumor  is  such  a  very  difficult  thing, "  that  it  is  possible 
only  in  the  hands  of  a  surgeon  who  has  made  two  or  three 
previous  mistakes,"  yet  in  the  case  in  hand,  as  it  seems  to 
me,  one  would  incur  small  risk  of  mistake  in  excluding  it. 
Dr.  McGuire's  case,  already  mentioned,  is  the  only  one  on 
record,  so  far  as  I  know,  at  the  early  age  of  twenty-four 
years ;  and  its  clinical  history  was  widely  variant  from  that 
in  this  case.  Moreover,  in  all  the  fibro-cystic  tumors  of  the 
uterus  that  I  have  seen,  the  cyst  was  remarkably  tense,  while 
in  the  case  under  review  the  cyst  was  quite  flaccid. 

5.  "Was  it  a  case  of  tubercular  cyst,  or  one  of  a  simple 
encysted  peritonitis?  The  history  and  commemorative 
events  excluded  both.  Only  a  short  time  before,  I  had  seen 
a  case  of  the  latter  in  the  service  of  my  friend  and  colleague, 
Prof.  S.  C.  Chew,  in  the  wards  of  the  Maryland  University 
Hospital,  of  which  he  has  kindly  furnished  me  the  following 
account : 

"  Mrs.  X.,  about  fifty-five  years  of  age.  A  uniform  fluctu- 
ating tumor  occupied  the  whole  of  the  abdominal  region,  giv- 
ing a  dull  sound  on  percussion,  both  in  the  flanks  and  in  the 
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center.  She  stated  that  it  had  commenced  as  a  tumor  in  the 
right  ovarian  region,  and  had  gradually  extended  over  the 
abdomen.  An  examination  per  vaginam  proved  that  the 
tumor  did  not  project  into  the  pelvis.  Dyspnea  being  urgent, 
she  was  tapped,  and  a  large  bucketful  of  straw-colored  fluid 
was  drawn  off.  This  was  followed  by  great  relief,  so  that  she 
was  able  to  walk  about  the  ward.  In  about  two  weeks  the 
distention  was  again  very  great,  when  she  was  tapped  again 
by  the  resident  physician,  Dr.  Frank  West,  but  without 
relief,  and  in  a  few  days  she  died.  On  post-mortem  examina- 
tion there  were  the  signs  of  a  diffused  peritonitis,  coagulated 
lymph  overspreading  the  intestines  and  the  abdominal  wall." 

In  this  case  diagnosis  was  not  difficult.  Vaginal  toucli 
excluded  ovarian  and  fibro-uterine  cysts,  and  the  physical 
signs  elicited  by  palpation  excluded  ascites.  And  as  a  tuber- 
cular peritonitic  cyst  could  not  be  admitted,  and  the  history 
rejected  a  renal  cyst,  which  I  have  once  seen  mistaken  for 
an  ovarian  cyst,  so-called  encysted  dropsy  of  the  peritoneum 
almost  of  necessity  followed  as  the  diagnosis  by  exclusion,  as 
the  result  verified. 

Returning  to  the  case  under  review,  it  will  be  seen  that 
I  have  rejected  all  the  affections  considered  excepting  ovari- 
an and  parovarian  cysts.  With  the  evidence  before  me,  I 
could  not  decide  between  the  two ;  and  it  will  be  presently 
seen  that  my  hesitation  was,  perhaps,  not  injudicious. 

I  have  not  referred  hitherto  to  the  microscope  as  an  in- 
strument ex  fumo  dare  lucem.  The  reason  is  that,  while  I 
do  not  doubt  that  in  the  hands  of  such  able  and  experienced 
experts  as  Drs.  Garrigues  and  Drysdale,  whose  memorable 
discussion  is  fresh  in  the  minds  of  us  all,  the  microscope  will 
often  elucidate  and  render  positive  a  doubtful  diagnosis  when 
used  in  connection  with  the  character  of  the  fluid,  the  clinical 
history  and  physical  examination  of  patients,  yet,  in  the  hands 
of  the  average  microscopist,  it  is  misleading  and  untrust- 
worthy. 

Let  us  now  see  what  was  the  result  of  the  operation, 
which  was  done  on  the  13th  of  July — the  third  day  after  the 
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patient's  admission  into  the  hospital.     I  was  assisted  by  the 
house  staff.  Dr.  Eiley  acting  as  my  chief  assistant ;  and  there 
were  present,  also,  our  worthy  Fellow,  Dr.  B.  B.  Browne,  and 
Drs.  James  Carey  Thomas,  L.  Ernest  ISTeale,  J.  H.  Patterson, 
and  W.  E.  Moseley,  who  kindly  gave  the  ether.     Our  emi- 
nent Fellow,  and  my  colleague  in  the  hospital.  Dr.  H.  P.  C. 
Wilson,  did  not  arrive  until  the  operation  was  far  advanced. 
I  stated  that  I  intended  to  make  only  an  exploratory  incision 
to  clear  up  the  diagnosis,  which  I  declined  to  announce,  and 
to  be  governed  by  circumstances.     All  the  usual  antiseptic 
precautions  were  adopted,  of  course.     I  made  an  incision, 
about  two  inches  long,  in  the  median  hne,  below  the  umbili- 
cus.    When  I  had  cut  down  to  what  seemed  to  be  the  sac, 
which  did  not  present  the  lovely  pearl-hke  conjunctival  blue 
of  most  ovarian  cysts,  I  found  the  peritoneum  very  much 
thickened— to  apparently  about  one  eighth  of  an  inch— and 
closely  adherent  to  the  cyst.     I  separated  the  peritoneum, 
for  about  two  inches  around  the  line  of  incision,  from  the 
cyst,  which  then  seemed  to  be  ovarian,  and  introduced  the 
trocar.     About  forty  pints  of  a  slightly  viscid,  greenish 
fluid  escaped,  which  contained  many  flakes  of  fibrin,  and  I 
then  extended  the  incision  in  the  linea  alia  for  about  three 
inches,  and  endeavored  to  enucleate  the  cyst.     The  peri- 
toneum was  separated  from  the  cyst  for  about  five  inches  in 
every  direction,  and,  as  the  adhesions  seemed  interminable, 
I  made  an  incision  in  the  cyst  to  the  extent  of  that  in  the 
linea  alba.     When  all  the  fluid  was  removed,  I  looked  into 
an  immense  unilocular  cyst,  which  seemed  to  occupy  the  en- 
tire abdominal  cavity  and  to  be  tightly  stretched  over  the 
spinal  column,  and  even  the  pelvic  brim  down  nearly  to  the 
ilio-pectineal  line.     It  appeared  as  if  all  the  intra-abdominal 
organs  had  been  removed,  excepting  that  there  were  no  signs 
of  where  they  had  been  attached.     On  the  right  side  the 
peritoneum  was  removed  from  the  cyst  so  far  that  a  small 
portion  of  intestine  became  visible,  apparently  the  right  arch 
of  the  transverse  colon. 

Concluding  that  it  would  be  impossible  to  enucleate  the 
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entire  cyst,  I  removed  a  few  inches  of  it,  wliicli  seemec^ 
redundant,  closed  the  incision  along  the  linea  alba  with 
silver  sutures,  and  inserted  a  large  drainage-tube.  The  pa- 
tient rallied  well  from  the  operation,  but,  after  twenty-four 
hours,  peritonitis  set  in,  and  she  died  on  the  third  day.  I 
requested  two  competent  young  physicians  to  make  the  av^ 
topsy^  at  which  I  could  not  be  present,  as  I  was  then  in  at- 
tendance upon  an  obstetrical  case,  the  labor  not  being  termi- 
nated. 

And  now,  witli  the  exception  of  the  poor  woman^s  death, 
comes  the  saddest  part  of  all.  The  weather  was  hot,  and  my 
young  friends — prepossessed  with  the  idea,  which  one  of  them 
had  suggested  during  the  operation,  that  the  case  was  one  of 
encysted  dropsy  of  the  peritoneum — contented  themselves 
with  demonstrating  only  what  had  been  revealed  at  the 
operation !  The  pelvic  viscera  were  not  examined  at  all ! 
So  that  we  can  only  reason  about  the  true  nature  of  the  case. 

Dr.  Bantock  affirms  "  that  there  is  no  such  thing  as  a  true 
unilocular  or  unifolUcular  disease  of  the  ovary  except  in  its 
early  stages,"  and  "  that  the  true  ovarian  tumor,  of  size  suf- 
ficient to  be  diagnosed  during  life,  is  always  multiple."  And 
Lawson  Tait  affirms :  "  The  result  of  all  my  observations  has 
been  that,  in  every  unilocular  tumor,  I  have  found  the  ovary 
unaffected,  though  on  several  occasions  I  have  seen  it  stretched 
over  the  cyst-wall." 

l^ow,  if  these  eminent  surgeons  are  correct  in  their  views, 
the  case  in  question  was  a  parovarian  cyst.  ITot  that  aU  par- 
ovarian cysts  are  unilocular,  exceptionally,  as  has  been  proved 
by  Thornton,  Gillette,  Ledegauck,  Olshauser,  and  Atthill; 
they  may  be  binocular,  or  even  multilocular ;  but  these  are 
not  so  rare  as  a  unilocular  ovarian  cyst.^ 

But  the  walls  of  parovarian  cysts  are  almost  always  very 
thin,  and  the  fluid  limpid  and  opalescent,  while  in  this  case 
the  cyst-wall  was  at  least  an  eighth  of  an  inch  thick  and  of 
almost  leathery  consistency,  and  the  fluid  distinctly  viscid 
and  greenish.     In  regard  to  the  character  of  the  fluid,  how- 

^  Goodell,  Trans.  Amer.  Gyn.  Soc,  vol.  vi,  p.  231. 
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ever,  in  parovarian  cysts,  Lawson  Tait  declares  that,  wliile 
it  is  "  often  limpid,"  yet  this  "  is  by  no  means  always  the 
case,  for  I  have  removed  many  parovarian  cysts  which  con- 
tained thick,  gelatinous,  grumous,  or  bloody  fluid."  And 
Dr.  Garrigues  states,^  in  writing  of  parovarian  cysts  :  "  This 
fluid  was  so  like  that  found  in  two  cases  of  ovarian  cysts  with 
watery  fluid  that  it  would  be  impossible  to  base  any  differ- 
ential diagnosis  between  cysts  of  the  broad  ligament  and 
ovarian  cysts  on  its  properties." 

It  is  obvious  now  why  it  was  impossible  to  compress  the 
flaccid  cyst  down  near  the  level  of  the  umbilicus.  The  strong 
adhesions  effectually  precluded  that  element  of  diagnosis,  so 
generally  available  in  parovarian  cysts.  But  are  parovarian 
cysts  ever  accompanied  by  strong  adhesions?  Dr.  Mont- 
gomery, of  Philadelphia,  has  recently  reported  ^  an  instance 
in  which  a  parovarian  cyst  was  universally  adherent. 

I  have  met  with  only  one  case  that  resembled  the  one  in 
question  very  closely,  and  I  regret  that  it  has  no  clinical 
history : 

"A  few  years  ago  I  opened  the  body  of  an  elderly  woman 
who  died  with  an  immense  collection  of  water  in  the  abdomen. 
The  fluid  amounted  to  many  gallons,  and,  after  it  had  been  re- 
moved, I  continued  the  incision  from  the  sternum  to  the  pubis  ; 
and  when  I  had  finished  the  incision  and,  with  the  medical 
friend  (Dr.  Bond)  who  was  with  me,  looked  into  the  cavity,  we 
were  both  for  some  time  very  much  astonished  to  behold  only 
a  smooth  mucous-serous  surface  in  the  cavity,  and  looked  for 
some  time  in  vain  to  find  any  liver,  or  stomach,  or  aUmentary 
canal.  It  seemed  that  we  were  examining  an  abdomen  from 
which  all  the  viscera  had  been  carefully  removed.  I  was 
greatly  astonished,  and  quite  at  a  loss  what  to  think  of  the 
case,  or  imagine  what  had  become  of  the  abdominal  viscera, 
since  the  line  of  the  spinal  column  was  strongly  drawn  at  the 
back  of  the  great  cavity  we  were  inspecting,  and  we  seemed  to 
look  quite  up  into  the  empty  concave  of  the  diaphragm.     At 

'  Trans.  Amer.  Gyn.  Soc,  vol.  vi,  p.  60. 
'  Medical  News,  September  19,  1885,  p.  330. 
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length,  in  examining  the  cut  edge  of  the  incision,  I  saw  that 
we  were  looking  into  an  empty  cyst,  whose  edge  was  there  to 
be  seen,  and  the  outer  superficies  of  which  was  adherent  to  the 
peritoneum.  The  cyst  adhered  pretty  firmly  everywhere,  but 
was  cleavable.  I  detached  it  completely,  discovering  the  atro- 
phied organs  behind  and  below  it  firmly  compressed  against 
the  back  part  of  the  abdomen.  I  have  no  doubt  this  cyst  held 
more  than  a  thousand  ounces  of  serum  ;  probably  twelve  hun- 
dred. There  was,  at  the  lower  part  of  it,  a  small  solid  or  hard- 
ened portion,  which  was  the  altered  remnant  of  the  left  ovary, 
all  the  rest  of  the  cyst  having  been  developed  out  of  that  body. 
I  gave  the  specimen  to  Dr.  Horner,  who  preserves  it  still,  I  be- 
lieve, in  the  museum  of  the  University  of  Pennsylvania.  It 
was  the  largest  single  cyst  I  ever  met  with."  ' 

It  will  be  seen  at  once  how  strikingly  Dr.  Meigs's  case 
resembles  my  case ;  indeed,  his  description  equally  applies  to 
mine,  in  so  far  as  I  have  been  able  to  give  it.  If  he  was 
correct  in  stating  that  the  cyst  in  his  case  was  developed  out 
of  the  remnant  of  the  left  ovary,  it  was,  of  course,  an 
ovarian  cyst.  But  may  it  not  have  been,  according  to  Ban- 
tock's  view,  a  cyst  originating  in  one  of  the  tubules  of  the 
parovary,  which  grew  toward  or  involved  the  ovary,  separat- 
ing the  layers  of  the  peritoneal  fold  in  which  it  lay  im- 
bedded?'^ The  walls  of  parovarian  cysts  are  not  always 
thin.  Lawson  Tait  says :  ^  "I  have  removed  a  parovarian 
cyst  with  walls  more  than  half  an  inch  thick,  the  greater  part 
of  which  was  composed  of  fusiform  muscular  cells." 

Gentlemen,  I  have  already  detained  you  much  longer 
than  I  intended.  I  thank  you  heartily  for  the  courtesy  and 
patience  which  you  have  manifested  in  listening  to  my  dis- 
course, as  well  as  for  the  high  honor  your  too  partial  suffrages 
have  conferred  upon  me  in  electing  me  to  preside  over  the 
tenth  annual  meeting  of  our  beloved  Society. 

If  there  be  in  American  medicine  anything  that  is  dis- 

'  Woman :  her  Diseases  and  Remedies,  by  Charles  D.  Meigs,  M.  D.,  fourth 
ed.,  p.  354. 

'  Trans.  Obstet.  Soc,  London,  vol.  xv.  '  Op.  cit.,  p.  169. 
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tinctive,  it  is  its  gynecology  ;  and  I  deem  it  not  inappropri- 
ate, in  this  our  first  meeting  in  the  national  capital,  to  make 
a  brief  allusion  to  the  peerless  father  of  American  gynecolo- 
gy— J.  Marion  Sims.  It  was  in  this  city  he  hoped  to  pass 
his  declining  years.  He  had  already  made  the  purchase  of  a 
house  here  for  that  purpose ;  and  only  six  days  before  his 
sudden  demise  he  wrote  me  :  "  I  feel  very  well  satisfied 
with  the  idea  of  getting  a  home  for  my  old  age  in  Washing- 
ton." Of  world-wide  fame,  it  would  have  been  meet  that 
in  this  beautiful  city,  the  capital  of  his  country,  his  sun, 
having  filled  the  earth  with  its  rays,  should  have  calmly  sunk 
to  rest.     But  Providence  otherwise  ordered  it. 

If  all  that  Sims  did  for  gynecological  science,  and  all 
that  has,  in  consequence  of  his  achievements  and  discoveries, 
of  necessity  followed,  should  be  suddenly  blotted  out,  what 
an  eclipse  would  suddenly  come  over  our  daily  life-work  and 
toils  !  Were  I  to  attempt  to  speak  of  him,  and  the  priceless 
boon  he  conferred  on  our  science  and  art,  I  should  feel  op- 
pressed by  the  emotions  which  thrilled  the  bosom  of  Bos- 
suet  when,  with  faltering  words,  he  began  his  eloquent  eulo- 
gy on  a  great  warrior  : 

"  At  the  moment  I  open  my  lips  to  celebrate  the  immortal 
glory  of  the  Prince  of  Conde  I  find  myself  equally  over- 
whelmed by  the  greatness  of  the  theme  and  the  needleness 
of  the  task.  What  part  of  the  habitable  world  has  not  heard 
of  his  victories  and  the  wonders  of  his  life  ?  Everywhere 
they  are  rehearsed.  His  own  countrymen,  in  extolling  them, 
can  give  no  information  even  to  the  stranger.  And  although 
I  may  remind  you  of  them,  yet  everything  I  could  say 
would  be  anticipated  by  your  thoughts,  and  I  should  sufEer 
the  reproach  of  falling  far  below  them." 

discussio:n'. 

De.  T.  A.  Emmet,  of  New  York. — I  will  say  nothing  with 
reference  to  the  first  case  reported  by  the  President,  but  I 
would  like  to  say  something  with  regard  to  the  difficulty  of 
diagnosis.     It  seems  to  me  that  the  older  I  get  and  the  more 
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experience  I  have,  the  more  uncertain  I  am  with  regard  to 
diagnosis.  When  a  woman  has  an  obscure  abdominal  tumor 
I  advocate  opening  the  abdomen. to  make  a  diagnosis,  for  there 
is  nothing  which  we  can  claim  in  common  as  entirely  reliable 
for  any  one  of  these  conditions.  I  have  seen  a  parovarian  cyst 
which  developed  so  rapidly  that  within  six  weeks  an  operation 
was  required.  "Women  with  fibro- cysts  often  have  scanty 
menstruation,  and  with  ovarian  tumor  flow  too  freely.  The 
case  referred  to  by  the  President,  which  was  operated  upon  by 
Dr.  Thomas,  I  saw  with  Dr.  Sims  in  the  Woman's  Hospital 
twenty-three  years  before,  made  a  diagnosis  of  ovarian  tumor, 
and  so  recorded  the  case.  And  within  a  few  weeks  of  Dr. 
Thomas's  case  I  removed  an  ovarian  tumor  in  the  same  hospital, 
which  had  been  seen  in  a  like  manner  by  Dr.  Sims  and  myself 
twenty  years  before  the  diagnosis  made,  and  the  case  recorded 
as  an  ovarian  tumor.  In  both  instances  the  growth  was  as 
slow  as  a  fibro-cyst.  Both  recovered.  We  can  not,  therefore, 
rely  upon  the  age  of  the  tumor  to  make  a  correct  diagnosis. 
I  have  twice  at  least  opened  the  abdomen  for  ovarian  tumor 
and  found  a  fibro-cyst.  We  certainly  can  not  depend  upon 
the  fluid  drawn  from  the  tumor  to  make  the  diagnosis. 

The  second  case  which  Dr.  Howard  relates  recalls  to  mind 
one  which  I  saw  about  two  years  ago  last  July.  The  patient 
came  from  Memphis  with  a  supposed  ovarian  tumor,  and  the 
journey  had  been  preceded  by  an  attack  of  peritonitis.  I  was 
unable  to  make  a  diagnosis  until  the  abdomen  was  opened, 
and  I  found  just  such  a  cavity  as  the  President  describes.  The 
contents  of  a  tumor  weighing  twenty  pounds  had  ruptured 
into  the  abdominal  cavity  and  had  become  encysted.  In  this 
case  there  was  an  unusual  clearness  on  percussion  over  the 
abdominal  walls,  and,  as  the  fluid  changed  its  position,  it  re- 
quired an  opening  into  the  abdomen  to  find  out  what  was  the 
true  condition.  The  case  was  so  urgent  that  I  was  obliged 
to  operate  just  as  I  was  leaving  town  for  my  holiday. 

I  advised  Dr.  George  T.  Harrison  to  leave  the  cavity, 
which  was  large  enough  to  contain  a  basin  full  of  water, 
open,  and  this  was  washed  out  regularly  for  six  weeks  before 
it  gradually  disappeared.  Unfortunately,  the  patient  died 
afterward  of  strangulation  of  a  portion  of  the  small  intes- 
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tine,  a  loop  of  whicli  got  caught  in  one  of  the  bands  of  adhe- 
sion. The  shriveled  remains  of  the  ruptured  sac  was  peeled 
off  without  difficulty,  but  no  pedicle  was  found.  The  thick 
contents  of  the  sac  became  encysted  by  the  lymph  thrown 
out,  and  none  of  the  viscera  were  exposed  when  the  cavity  was 
emptied.  I  am  reminded  by  another  case  of  the  difficulty  and 
uncertainty  of  diagnosis.  A  few  days  since  I  received  a  letter 
from  a  physician  in  Virginia  concerning  a  patient  who  was  in 
the  Woman's  Hospital  last  spring,  where  the  diagnosis  was 
made  of  enlarged  spleen.  Dr.  Thomas  saw  her,  and  Dr.  Lee 
and  nearly  all  of  the  surgeons  connected  with  the  hospital, 
and  all  made  the  diagnosis  of  enlarged  spleen.  At  first  I  had 
made  a  diagnosis  of  ovarian  tumor  with  a  long  pedicle,  but 
afterward  was  as  satisfied  that  it  was  a  case  of  enlarged  spleen. 
In  that  case  there  was  clearness  on  percussion  between  the 
tumor  and  the  pubes,  and  the  mass  was  like  the  spleen  in 
shape.  She  would  not  submit  in  the  uncertainty  to  an  ex- 
plorative incision,  and  at  the  post-mortem  examination  it  was 
found  to  be  an  uncomplicated  case  of  ovarian  tumor  with  but 
one  slight  adhesion. 

"With  reference  to  the  difference  between  fibro-cyst  and 
ovarian  tumor,  I  have  seen  a  fibro-cyst  of  the  ovary.  I  might 
go  on  through  the  entire  list  which  the  President  has  mentioned, 
and  easily  point  out  that  there  is  scarcely  a  symptom  which  is 
to  be  relied  upon  as  exclusive  to  any  particular  growth.  There 
will  be  found  cases  where  we  can  not  decide  positively  what 
the  nature  of  the  growth  is ;  and,  as  I  have  said  already,  the 
more  experience  I  have  had  with  such,  the  more  inclined  I  am 
to  make  the  diagnosis  after  an  exploratory  incision. 

Dk.  WiLLiAii  GooDELL,  of  Philadelphia. — Our  President 
seems  to  be  ashamed  of  not  having  been  able  to  make  a  diag- 
nosis until  post-mortem  examination  had  taken  place.  Let  me 
console  him  by  telling  him  that  I  have  removed  tumors  of 
which  I  did  not  have,  and  do  not  to  this  day  have,  a  correct 
idea  as  to  what  they  were.  I  did  not  establish  a  diagnosis, 
and  it  was  never  established,  because  the  patients  got  well.  I 
remember  two  cases  in  which  I  little  by  little  enucleated  tumors 
without  pedicles,  and  to  this  day  I  do  not  know  what  they 
were.     Once  I  worked  for  forty-five  minutes  before  I  found 
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out  what  I  had  to  deal  with.  It  was  a  renal  cyst.  Another 
like  it  was  a  case  where  there  were  two  ovarian  cysts  which 
had  become  fused  together  and  had  incorporated  the  womb 
between  them.  I  do  not  think  that  one  need  be  ashamed  of 
one's  self  under  such  circumstances.  They  simply  make  one  feel 
the  importance  of  making  the  preliminary  incision  an  explora- 
tory one.  Time  and  again  have  I  begun  an  operation  without 
a  positive  diagnosis,  trusting  to  the  incision  to  disclose  it.  I 
used  to  feel  humbled  at  being  baffled  from  making  a  diagnosis 
by  half  an  inch  of  intervening  flesh,  but  I  have  got  bravely 
over  the  humiliation  now,  and  leave  the  diagnosis  of  all  doubt- 
ful cases  to  the  knife.  As  Dr.  Emmet  has  said,  we  all  have 
blundered  in  these  cases,  and  it  will  continue  to  be  impossible 
to  make  a  correct  diagnosis  in  many  instances  of  abdominal 
tumors.  I  could  repeat  case  after  case,  occurring  both  to  my- 
self and  to  others,  in  illustration  of  the  difficulties  of  diagnosis. 
I  once  saw  a  lady  who  had  a  very  large  solid  tumor  in  her 
abdomen,  and  my  inference  was,  from  the  metrorrhagia  and 
menorrhagia  from  which  she  suffered,  that  it  was  a  fibroid 
tumor  of  the  uterus  ;  but  there  was  a  certain  mobility  of  the 
tumor  which  led  me  to  think  that  possibly  it  was  a  solid  fibroid 
of  the  ovary.  My  belief,  however,  was  that  it  was  a  solid 
fibroid  of  the  womb.  In  this  instance  the  lady  came  from  a 
neighboring  city,  and  I  sent  her  home,  telling  her  that  it  would 
be  unwise  to  operate.  A  few  months  later  she  consulted  a 
distinguished  ovariotomist  and  urged  him  to  remove  the  tu- 
mor. Unwilling  to  attack  so  large  a  fibroid  tumor  of  the 
womb,  he  wrote  to  me  for  my  diagnosis,  which  I  gave.  He 
then  made  an  exploratory  incision,  and  to  his  great  relief  dis- 
covered that  he  had  merely  a  large  fibroid  tumor  of  the  ovary 
without  any  adhesions,  and  with  a  narrow  pedicle.  In  the 
last  case  reported  by  the  President — perhaps  I  did  not  follow 
the  history  wholly — it  seems  to  me  very  doubtful  whether  any 
cyst  at  all  was  present.  Such  mistakes  are  constantly  being 
made.  I  remember  one  reported  by  Spiegelberg,  in  which  he 
opened  the  abdominal  cavity,  and,  from  the  appearance,  very 
analogous  to  that  of  our  President's  case,  he  thought  it  was  an 
ovarian  cyst  universally  adherent,  and  gave  up  the  operation 
as  one  which  it  was  futile  to  attempt  to  complete.     The  sub- 


DISCUSSIOIf.  77 

sequent  history — that  is  to  say,  an  autopsy — of  the  case  proved 
that  it  was  a  ease  of  dropsy  of  the  abdominal  cavity.  I  have 
recently  known  a  case  which  was  examined  by  very  excellent 
men  who  diagnosticated  ovarian  cyst.  The  exploratory  inci- 
sion revealed  merely  abdominal  dropsy.  In  this  case  my  diag- 
nosis was  correct ;  but  several  years  ago  I  made  precisely  the 
same  mistake,  having  diagnosticated  an  ovarian  cyst  which 
proved  to  be  abdominal  dropsy.  In  this  instance  the  omentum 
was  greatly  thickened  with  cancerous  material  which  covered 
the  whole  of  the  intestines  and  gave  general  dullness  on  per- 
cussion. 

With  reference  to  this  resonance  to  which  Dr.  Emmet  re- 
ferred, I  had  a  case  in  point  last  Thursday  ;  it  was  sent  to  me 
as  one  of  ovarian  tumor,  but  I  recognized  at  once  that  it  was 
not  ovarian,  and  that  it  was  a  uterine  fibroid.  There  was, 
however,  a  line  of  resonance  between  the  tumor  and  pubes 
which  was  puzzling,  for  I  was  able  to  move  the  womb  to  a  cer- 
tain extent  -without  moving  the  tumor.  At  the  operation  I 
found  it  to  be  a  fibroid  of  the  womb  with  a  knuckle  of  intestine 
agglutinated  to  the  front.  I  do  not  know  how  we  can  improve 
our  knowledge  of  the  diagnosis  of  these  tumors  unless  it  may 
be  by  the  aid  of  the  microscope  ;  anatomically  we  have,  in  my 
belief,  reached  the  limit. 

De.  Samuel  C.  Buset,  of  "Washington. — The  President 
will  accept  my  thanks  for  the  complimentary  reference  which  he 
has  made  to  the  case  I  reported.  I  desire,  however,  to  correct 
a  misapprehension  on  his  part.  He  intimates  that  the  diagno- 
sis was  not  made  until  the  autopsy.  In  that  he  was  mistaken,  as 
it  was  made  very  early.  The  management  and  treatment  point 
very  clearly  to  a  definite  and  early  diagnosis.  He  did  this 
unintentionally,  of  course,  and  I  wish  simply  to  correct  his  mis- 
apprehension. 

Dr.  Thad.  a,  REAiTT,  of  Cincinnati. — I  wish  to  add  an- 
other case  of  death  to  those  referred  to  by  the  President,  occur- 
ring suddenly  after  aspiration  of  the  peritoneal  cavity,  or  a 
cystic  portion  of  the  peritoneum.  The  subject  was  a  man. 
The  physical  examination  revealed  every  condition  which  one 
could  wish  for,  had  the  subject  been  a  woman,  for  a  diagnosis 
of  an  ovarian  tumor.      The  patient  died  on   the   second  day 
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after  the  removal  of  the  fluid.  I  think  it  proper  to  mention  it 
in  connection  with  the  statement  made  by  the  President  in  his 
paper  that  in  so  large  a  proportion  of  these  cases  of  peritoneal 
cyst  where  fluid  had  been  drawn  the  patients  had  died. 

I  can  only  add  my  testimony  to  the  difficulty  of  making  an 
accurate  diagnosis  in  many  of  these  cases.  I  have  published 
elsewhere  a  case  which  occurred  three  years  ago  in  the  practice 
of  a  Fellow  of  this  Society,  Dr.  XJnderhill,  of  Cincinnati,  which, 
through  his  courtesy,  I  saw  in  consultation.  I  first  declined 
to  operate  upon  the  patient,  because  I  thought  it  was  a  fibroid 
tumor  of  the  uterus.  It  was  of  small  size.  About  seven  or 
eight  months  subsequently  I  saw  the  patient,  and  she  was 
apparently  in  good  health.  On  physical  examination,  I  was 
perfectly  satisfied  that  the  uterus  was  not  enlarged.  There 
was  indistinct  resonance  in  the  right  and  left  lumbar  regions, 
reaching  nearly  to  the  spine.  The  abdomen  was  very  large.  No 
intestinal  resonance  over  front  of  abdomen,  in  any  position. 
There  was  every  evidence  of  ovarian  tumor.  There  was  against 
it  the  rapidity  with  which  it  had  developed,  Nevertheless,  I 
made  the  exploratory  incision,  intending  to  remove  an  ovarian 
tumor,  but  found  cancer  of  the  right  ovary,  the  ovary  being 
enlarged  to  more  than  the  size  of  an  orange.  There  was  also 
extensive  cancer  of  the  mesentery,  and  adhesions  had  bound 
the  intestines  down  posteriorly,  so  that  I  had  intestinal  reso- 
nance posteriorly  on  both  sides.  There  was  mobility  of  the 
uterus,  which  was  but  little  enlarged.  Notwithstanding  the  ex- 
tent of  the  malignant  disease  and  the  large  accumulation  of 
fluid,  the  woman  was  in  moderately  fair  health.  Of  course,  all 
that  was  found  depended  upon  the  cancerous  disease.  I  did  not 
remove  anything  except  to  evacuate  the  fluid  by  abdominal 
incision  and  close  up  the  wound  ;  but  the  woman  died  on  the 
evening  of  the  second  day.  An  autopsy  was  had  which  revealed 
the  above  facts. 

With  reference  to  coagulation  of  the  fluid  obtained  from 
other  sources  than  fibro-cyst  of  the  uterus,  I  think  it  is  proper 
to  mention  one  case  which  I  have  already  reported  to  the  Soci- 
ety. I  tapped  a  woman  and  obtamed  a  large  quantity  of  blood, 
and  in  that  case  the  fluid  coagulated  at  once ;  it  was  simply  blood. 
The  woman  recovered  and  is  still  living,  which  is  proof  that  it 
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was  not  a  fibro-cystic  tumor  of  the  uterus,  but  -was  probably  a 
cyst  of  the  omentum.  I  have  had  the  same  experience  as  Dr. 
Goodell  in  another  case  in  which  it  was  almost  impossible  to 
tell  what  the  disease  was  even  after  removal  of  the  specimen. 

The  President. — I  have  but  little  to  say  in  reply  to  the 
remarks  which  have  been  made  by  the  gentlemen.  In  all  dis- 
cussions it  is  important  to  separate  the  points  about  which  the 
disputants  agree  from  those  about  which  they  disagree.  Now, 
in  the  first  place,  all  agree,  on  the  one  hand,  that  cases  occa- 
sionally occur  in  abdominal  surgery  in  which  a  diagnosis  can 
not  be  accurately  determined  without  an  exploratory  incision. 
On  the  other  hand,  I  hold  that  in  the  vast  majority  of  such 
cases  a  diagnosis  can  be  made  with  as  much  accuracy  as  in  the 
majority  of  cases  occurring  in  general  practice.  In  proof  of 
this  position  I  will  remind  the  Society  of  a  fact,  stated  in  my 
address,  that  Dr.  Thomas  Keith  made  but  one  mistake  in  diag- 
nosis out  of  one  hundred  and  ninety-four  operations  in  abdomi- 
nal surgery.  Now,  what  one  man  has  attained  in  accuracy  of 
diagnosis  may  also  be  attained  by  others.  The  cases  mentioned 
by  the  gentlemen  who  have  spoken,  Drs.  Emmet,  Goodell,  and 
Reamy,  in  which  an  incorrect  diagnosis  was  made  or  none  at 
all,  are  rare  and  exceptional ;  and  I  have  no  doubt  but  that 
they  can,  and  do,  make  an  accurate  diagnosis  in  the  vast  ma- 
jority of  the  cases  in  question.  Indeed,  the  fact  that,  in  my 
cases,  I  was  able  to  eliminate  so  large  a  number  of  the  ordinary 
affections  that  simulate  them,  proves  that,  by  paying  attention 
to  the  clinical  data,  we  can,  in  a  large  majority  of  instances, 
make  a  correct  diagnosis.  And  I  venture  to  hope  that  if  any 
of  us  should  hereafter  encounter  even  a  case  of  tubercular  peri- 
tonitic  cyst,  the  means  of  making  the  diagnosis  will  not  be 
illusory. 

I  offer  these  remarks  because,  if  the  statements  made  by 
members  of  such  eminence  were  to  go  out  from  this  Society 
unchallenged,  they  would  probably  produce  an  erroneous  or 
misleading  impression  upon  the  great  body  of  the  profession, 
who  have  not  given  special  study  to  these  affections. 

With  regard  to  the  remarks  made  by  Dr.  Busey,  it  was  cer- 
tainly my  intention  to  represent  him  correctly,  and  to  make  a 
justifiable  inference  from  his  language.    Indeed,  it  will  be  seen, 
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when  my  address  is  published,  that  I  have  exactly  quoted  his 
very  words.  And  in  doing  so  I  inferred  that,  previous  to  the 
autopsy,  he  did  not  make  a  correct  diagnosis,  because  he  simply 
stated  that  the  formation  of  a  cyst  in  cases  of  tubercular  peri- 
tonitis simulating  ovarian  dropsy  is  very  remote,  and  he  con- 
fessed that  he  was  only  able  to  refer  to  the  one  case  observed 
by  Kaulick,  in  which  there  was  a  partial  sacculation  of  fluid 
which  presented  a  similarity  to  an  ovarian  cyst.  So  I  certainly 
did  all  I  could  to  avoid  a  misapprehension  of  his  case  ;  and,  if 
I  made  an  incorrect  inference  from  his  language,  the  reader 
can  make  his  own.  Lastly,  Dr.  Busey  nowhere  states  in  his 
report  of  his  case  that  he  made  a  correct  diagnosis  before  death. 
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The  Lygiene  of  pregnancy  relates  to  tlie  preservation  of 
the  health  of  woman  during  those  periods  of  her  life-his- 
tory intervening  between  conception  and  the  commencement 
of  labor.  With  conception  begins  the  existence  of  a  new 
being,  and  during  the  succeeding  period  of  utero-gestation 
the  product  of  impregnation  passes  through  all  the  stages  of 
development  and  growth  from  a  fructified  ovule  to  the  com- 
plete organization  of  a  being  equipped  for  an  independent 
life,  Not  only  is  a  new  being  created,  perfected,  and  en- 
dowed with  the  attributes  of  human  life,  but  important  and 
complex  changes  take  place  in  the  generative  organs  as  weU 
as  in  the  entire  organism  of  the  mother. 

These  processes  of  transformation,  development,  and 
growth  are  physiological ;  nevertheless,  they  are  terminated 
by  more  or  less  violence  and  injury  to  both  mother  and  child. 
The  unavoidable  mortality,  however,  is  small.  In  no  other 
condition  of  human  life  are  endurance  and  the  recuperative 
power  and  resources  so  wonderfully  and  intricately  exhibited. 
The  death-rate  of  lying-in  women  is,  however,  too  high  to  be 
accepted  as  the  inevitable  result  of  purely  physiological  and 
developmental  processes.  That  a  large  part  of  this  mortality 
may  be  attributable  to  diseases  and  injuries  which  find  their 
causes  in  the  perils  of  labor  and  the  subsequent  management 

'  The  data  for  this  essay  are  not  original,  but  have  been  mainly  derived 
from  the  investigations  of  J.  Matthews  Duncan  and  Edward  John  Tilt.     Other 
authors  have  been  incidentally  consulted. 
6 
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of  the  puerperal  period,  can  not  be  doubted,  but  it  must  be 
admitted  that,  perhaps,  a  larger  quota  is  due  to  bad  or  neg- 
lected hygiene  of  the  woman  during  the  preceding  prepara- 
tion for  the  travail  which  is  the  common  lot  of  pregnant 
women. 

Assuming  that  a  percentage  of  the  avoidable  mortality  of 
the  lying-in,  many  of  the  cases  of  puerperal  disease,  and 
much  of  the  morbility  of  the  child-bearing  and  post-cessation 
life,  are  to  be  attributed  to  the  neglect  and  violation  of  the 
fundamental  principles  upon  which  the  hygiene  of  the  child- 
bearing  life  should  be  based,  I  have  ventured  to  introduce 
this  subject  that  I  might  elicit  the  opinions  of  those  Fellows 
whose  experience  and  judgment  are  entitled  to  the  highest 
consideration.^ 

The  hygiene  of  the  child-bearing  life  includes  that  of 
pregnancy  and  the  puei-perium.  These  are  so  directly  con- 
nected in  their  practical  aspects  and  daily  application  that  it 
is  not  easy  to  limit  the  discussion  to  one  without  invading 
the  domain  of  the  other.  They  are  equally  interesting  and 
important.  The  scope  of  such  a  consideration  is,  however, 
far  too  wide  for  the  present  occasion. 

The  hygiene  of  pregnancy  has  a  much  broader  signifi- 
cance than  a  classification  and  detailed  description  of  the  dis- 
orders of  pregnancy  and  the  methods  of  prevention.  In  this 
wider  range  of  investigation  the  cycle  of  physiological  and 
developmental  processes  during  the  reproductive  age  de- 
mands equal,  if  not  paramount,  consideration  to  the  patho- 
logical disturbances  of  utero-gestation.  The  concurrent  suc- 
cession of  natural  phenomena  and  results  which  with  such 
uniformity  subdivide  the  course  of  normal  child-bearing  life 
into  epochs  which  distinctly  mark  the  evolution,  climax,  and 
decadence  of  productivity,  point  with  unerring  certainty  to 
the  operation  of  general  laws  of  the  female  economy.  These 
laws  must  constitute  safer  guides  of  sanitation  than  the  arti- 
ficial methods  suggested  by  personal  experience  and  observa- 
tion.   The  hygiene  of  pregnancy  must  be  considered  as  a 

'  The  discussion  of  this  subject  is  limited  to  civilized  life. 
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natural  science,  based  upon  a  knowledge  of  cause  and  effect 
and  the  laws  of  nature,  if  the  highest  success  attainable  is  to 
be  reached.  To  the  consideration  of  these  fundamental  prin- 
ciples I  limit  this  discussion. 

The  processes  of  waste  and  repair  and  of  growth  and 
development,  which  are  either  called  into  existence  or  incited 
to  new  activities  by  impregnation,  can  not  be  defined  by  any 
sharp  and  uniform  line  of  limitation  at  which  the  physio- 
logical ceases  and  the  pathological  begins.  There  is  no 
border-line  of  health.  From  its  beginning  to  its  end  preg- 
nancy is  characterized  by  continuous  and  progressive  func- 
tional and  organic  activity,  and  along  its  entire  course  the 
signals  of  danger  are  displayed  in  quick  succession  at  short 
intervals.  The  entire  organism  is  involved,  and  each  and 
every  organ  is  invaded  by  the  stimulus  of  additional  assimi- 
lation or  elimination.  The  great  work  of  organization  and 
construction  must  be  carried  on,  completed,  and  equipped. 
The  organism,  charged  with  such  momentous  formative 
energy,  must  also  consentaneously  provide  for  the  consump- 
tion and  disposal  of  the  debris  and  the  waste  and  effete  prod- 
ucts. All  this  must  be  accomplished  in  a  given  time,  and 
then  the  whole  is  abruptly  terminated  in  suffering,  attended 
with  more  or  less  violence,  and  followed  immediately  by 
retrogressive  and  other  developmental  changes. 

Puberty,  matrimony,  pregnancy,  parturition,  lactation, 
the  post-pregnant  restoration  of  ovarian  activity,  and  the 
menopause  constitute  epochs  in  the  hfe-history  of  child- 
bearing  women.  Upon  the  course,  progress,  and  succession 
of  these  events  depend  health,  life,  and  longevity.  Each  has 
its  physiological  characteristics,  and  each  may  be  associated 
with  a  variety  of  pathological  conditions. 

It  would  thus  seem  that  the  life  of  woman  during  the  re- 
productive period  was  thickly  strewed  with  opportunities  for 
disaster,  yet  Nature  has  so  constructed  her  complex  and  beau- 
tiful handiwork,  and  so  wisely  compensated  for  the  delicacy 
and  intricacy  of  organization  in  the  perfection  and  sym- 
metry of  its  component  parts,  that  the  ordinary  disturbances 
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of  force  and  formative  processes  find,  most  frequently,  speedy 
readjustment  in  the  natural  equipoise  of  normal  functional 
and  organic  activity. 

The  vis  medicatrix  naturce  is  the  most  constant  and  un- 
failing resource  of  the  healing  art.  If,  however,  a  single 
part  of  the  complex  apparatus  loses  its  gearing,  or  a  single 
organ  of  the  animal  economy  suffers  from  exhaustion  which 
usually  follows  over-exertion,  or  any  one  of  the  special  or 
general  functions  oscillates  beyond  the  arc  of  safety,  com- 
pensatory adjustment  may  pass  the  undefined  limit  of  health 
where  disease  finds  its  insidious  beginning.  The  physiologi- 
cal becomes  the  prototype  of  the  pathological.  Such  varia- 
tions and  deflections  of  functional  and  formative  energy  may 
be  unavoidable,  and  will  often  be  perceptible  only  to  the 
skilled  expert,  whose  timely  interference  may  obviate  dis- 
orders of  the  gravest  magnitude ;  but  the  initial  causes  of 
the  diseases  of  pregnancy  are  less  often  traceable  to  physio- 
logical disturbances  than  to  human  agencies,  which  are  often- 
times exclusively  within  the  control  of  the  patient  and  her 
medical  attendant.  The  natural  causes  are  few,  the  ac- 
quired numerous  and  multifarious. 

The  paucity  of  the  natural  and  the  multiplicity  of  the 
acquired  causes  is  not  surprising.  Nature's  methods  of  adap- 
tation and  conservation  of  means  to  the  fulfillment  of  her 
purposes  are  usually  adequate  to  the  exigencies  of  physical 
force  and  nutritive  energy.  "With  the  progress  in  the  study 
of  etiology  the  class  of  diseases  ascribed  to  spontaneous  de- 
velopment and  to  natural  causes  lessens ;  and  it  is  not  im- 
probable that  in  the  further  progress  of  investigation  many 
of  the  cases  of  disease  of  pregnancy  now  inexplicable,  except 
upon  the  hypothesis  of  initial  disturbance  of  functional  and 
formative  action,  will  be  traced  to  primary  agencies  of  ex- 
ternal and  extraneous  origin.  The  ailments  of  life  are  often 
ancestral  heirlooms,  but  rarely,  if  ever,  heirs-apparent  of 
nature. 

Nature  has  definitely  subdivided  the  allotted  life-time  of 
human  beings  into  the  periods  of  infancy  and  childhood. 
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adolescence,  maturity,  and  old  age.  The  period  of  most 
rapid  growth  and  development  passes  gradually  into  that  of 
special  functional  activity  which  prepares  the  organism  for 
the  higher  capabilities  of  intellectual  and  organic  life.  Then 
follow  the  wear  and  waste  of  retrogression,  and  gradual 
decay  and  death.  The  child-bearing  period  of  woman's  life 
begins  at  puberty  and  ends  with  the  expiration  of  the  years 
of  maturity.  Then  succeed  in  continuous  progression  those 
changes  which  mark  the  decline  and  decay  of  organic  life. 

The  limitation  of  her  reproductive  life  within  the  cycle 
of  perfected  organization  and  capacities  is  a  wondrous  and 
Bublime  illustration  of  Nature's  hygiene  of  life.  IS'ot  only 
is  the  period  allotted  to  the  propagation  of  her  species  pro- 
tected from  the  unavoidable  perturbations  and  disorders  in- 
cident to  the  structural  and  functional  alterations  of  com- 
mencing and  continuous  physiological  change  and  decay, 
which  medical  science  can  only  stay  or  palliate,  but  the  ex- 
tinction of  the  faculty  of  reproductiveness  abruptly  arrests 
the  mortality  of  the  child-bearing  period,  which  increases  in 
a  rapid  ratio  after  the  climax  of  fertility  is  passed  until  the 
epoch  of  its  cessation  is  reached.  itTotwithstanding  the  pro- 
gressively increasing  ratio  of  morbility  and  mortality  of  late 
pregnancies,  the  actual  mortality  of  the  later  years  of  matu- 
rity and  child-bearing  is  comparatively  small,  because  of  the 
corresponding  loss  of  the  powers  of  fecundity  and  fertility, 
and  consequent  consecutive  gradation  of  the  risks  of  recur- 
ring pregnancies.  "With  the  lessening  energies  and  recupera- 
tive resources  of  advancing  age  nature  offers  the  protection 
of  functional  and  organic  involution. 

Nature's  code  of  hygiene  of  pregnancy  is  not,  however, 
limited  to  the  later  years  of  the  child-bearing  period. 

The  fertility  of  the  female  sex  increases  from  the  com- 
mencement of  the  child-bearing  period  until  the  climax  is 
reached,  and  then  declines  to  its  extinction.  The  age  of 
greatest  safety  of  pregnancy  coincides  with  the  age  of  great- 
est fecundity.  Beyond  and  under,  the  mortality  increases 
with  the  increase  and  diminution  of  age,  but  the  rate  is 
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higher  with  the  increase  beyond  than  with  the  diminution 
below  the  age  of  maximum  safety  or  least  mortality.^ 

The  manifest  conclusion  from  these  general  laws  govern- 
ing the  child-bearing  period  is  that  the  age  of  nubility  should 
correspond  with  the  ages  of  maximum  fecundity,  fertility, 
and  least  mortality.  The  greater  danger  of  too  early  as  well 
as  of  too  late  pregnancies  has  been  demonstrated.  Youthful- 
ness  (Duncan)  influences  the  mortality  less  than  elderliness. 
First  pregnancies  are,  however,  the  most  dangerous,  and  the 
ratio  of  mortality  increases  with  the  diminution  of  age. 

Puberty  and  nubility  are  not  simultaneous.  The  period 
of  adolescence  is  interposed  between  the  establishment  of 
ovarian  activity  and  the  development  of  highest  fecundity 
with  least  danger  and  smallest  mortality.  This  intervening 
period,  as  the  age  of  puberty  and  other  physiological  epochs 
which  complete  the  cycle  of  her  reproductive  life,  can  not 
be  fixed  by  the  sharp  lines  of  uniform  ages,  but  varies  with 
the  life-history  of  individuals,  and  more  especially  and  con- 
stantly with  race  characteristics  and  climatic  conditions  ;  nev- 
ertheless, the  successive  stages  of  physiological  development 
and  maturity  have  clearly  established  these  general,  tliough 
not  universal,  laws  for  the  guidance  of  human  intelligence 
in  the  exercise  of  her  highest  and  noblest  capacity  to  "  mul- 
tiply and  replenish  the  earth."  The  periods  of  greatest  fe- 
cundity and  fertility  mark  the  epochs  of  highest  physiologi- 
cal and  formative  energy,  most  abundant  recuperative  re- 
sources, and  maximum  powers  of  endurance  and  resistance. 
Too  early  pregnancies  load  the  economy  with  the  aggressive 
and  spoliative  duties  of  formation  and  sustenance  of  a  new 
being  before  her  framework  has  acquired  the  requisite  sta- 
bility of  organization  to  completely  fufill  the  obligations  of 
maternity,  and  before  the  organs,  powers,  and  intelligence 
have  attained  their  complete  development. 

The  greater  survival  of  children  bom  during  the  same 

*  These  ages  may  vary  with  races  and  climates,  but  the  general  statement  is 
equally  applicable  to  all  races  and  peoples.  There  are  many  individual  excep- 
tions. 
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period,  as  does  the  law  of  survival  of  first  pregnancies, 
points  to  the  years  of  greatest  fecundity  as  the  fitting  age  of 
nubility.  Certainly,  then,  if  the  command  to  "  multiply  and 
replenish  the  earth  "  is  to  be  fulfilled  in  accordance  with  the 
inexorable  edict  of  natural  laws  and  ovarian  life,  it  can  only 
be  accomplished  by  obedience  to  the  decree  which  prescribes 
the  fifth  quinquenniad,  subject  to  geographical  and  race  varia- 
tions and  exceptional  individualities,  as  the  period  during 
which  the  laws  of  fecundity,  nubility,  and  sm'vival  find  their 
natural  complement  in  relatively  highest  gradation  of  perfec- 
tion. 

The  persistence  of  fertility,  survival  of  child-bearing, 
longevity  of  post-cessation  life,  healthfulness  and  survival  of 
offspring,  contributions  to  adult  population,  diminished  fre- 
quency of  abortion,  and  lessened  frequency  of  sterility — all 
indicate  the  years  of  greatest  fecundity  as  the  proper  period 
for  matrimony. 

Kleinwaechter  ^  professes  to  have  shown  that  a  long  inter- 
val (six  to  sixteen  years)  between  first  and  second  pregnancies 
increases  the  morbility  and  mortality  of  the  lying-in,  and  also 
the  mortahty  of  children.  In  such  cases  uterine  inertia  is 
more  marked.  Laceration  of  the  perineum,  post-partum 
hemori'hage,  adhesions  of  the  placenta,  renal  disease,  and 
edema  of  the  extremities  are  more  frequent. 

First  pregnancies  are  the  most  dangerous,  and  the  danger 
is  increased  by  too  early  and  too  late  primiparity.  Primi- 
parity,  after  the  climax  of  fecundity  is  passed,  is  rarely  suc- 
ceeded by  a  second  pregnancy  after  a  prolonged  interval,  be- 
cause of  the  decadence  of  the  faculty  of  fertility  and  the 
advent  of  the  turn  of  life.  The  ratio  of  relative  sterility 
and  abortions  is  greater  among  those  married  during  the  years 
immediately  succeeding  puberty  than  among  those  married 
during  the  years  of  maximum  fecundity  and  fertility.  The 
probability  of  a  prolonged  interval  between  the  first  and  sec- 
ond pregnancy,  with  its  attendant  dangers,  would,  therefore, 
seem  to  increase  the  nearer  primiparity  approaches  to  puberty. 
*  Archives  de  tocoloffie,  May,  1886. 
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The  period  of  lactation  is  an  important  epoch  in  child- 
bearing  life.  Maternal  lactation  is  the  natural  method  of 
supplying  food  to  the  infant.  The  secretion  of  milk  is  the 
ultimate  product  of  those  changes  in  the  mammary  glands 
which  begin  with  pregnancy  and  are  completed  during  the 
earlier  days  of  the  puerperium.  The  function  is  not  sud- 
denly established,  nor  does  it  subside  suddenly.  The  peri- 
odical evolution  of  the  breasts  corresponds  with  the  progress 
of  pregnancy.  The  gradual  subsidence  and  cessation  of  the 
function  should  correspond  with  the  gradual  involution  of 
the  gland  structure  and  its  return  to  the  state  of  quiescence 
and  diminished  size.  The  developmental  and  retrogressive 
changes  are  gradual,  and  follow  a  definite  coui'se.  With  the 
recurrence  of  pregnancy  the  process  of  evolution  and  func- 
tional activity  is  reawakened.  Ko  other  organs  of  the  body, 
except  the  uterus  and  ovaries,  are  subject  to  similar  periodical 
changes.  To  the  functional  irregularities  and  derangements 
caused  by  artificial  interference  with  the  processes  of  evolu- 
tion and  involution  must  be  traced  many  of  the  tumor 
diseases  to  which  the  mammary  glands  are  so  liable. 

These  laws  find  corroboration  in  circumstances  which,  if 
not  of  such  general  and  uniform  application,  are  sufficiently 
significant  to  be  considered  in  the  study  of  the  code  of  natu- 
ral hygiene  of  the  child-bearing  life  of  woman.  Delayed 
puberty  and  retarded  adolescence  are  usually  the  precursors 
of  prolongation  of  ovarian  life  beyond  the  ordinary  period 
of  its  cessation,  and  denote  healthy  activity  of  all  the  func- 
tions of  vegetative  life,  a  vigorous  maturity  with  correspond- 
ing power  of  endurance,  and  longevity.  The  post-cessation 
health  is  more  positively  and  quickly  restored,  and  the  date  of 
climacteric  decay  is  deferred.  The  demise  and  not  the  mor- 
bid cessation  of  ovarian  life  is  a  more  general  and  effective 
conservator  of  health,  as  shown  by  woman's  greater  longevity, 
lesser  liability  to  sudden  death,  and  greater  immunity  from 
diseases  of  old  age  than  man's. 

The  extinction  of  the  procreative  function  in  woman  pro- 
tects the  remaining  vital  forces  from  the  decay  of  coming 
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age,  reliabilitates  her  changed  life,  and  restores  to  her  the 
blessings,  pleasures,  and  pastimes  of  life,  from  which  she  had 
been  divorced  by  an  era  of  physiological  sacrifices.  The 
final  and  tumultuous  readjustment  of  her  frame  and  consti- 
tution to  the  smooth  tranquillity  of  the  post-cessation  years 
and  declining  age  is  but  the  counterpart  and  climax  of 
those  successive  readjustments  of  constitutional  vigor  and 
ovarian  activity  which  secure  the  greatest  possible  health 
and  strength  for  each  subsequent  pregnancy  and  partu- 
rition. 

The  death  of  ovarian  life  tahes  place  at  an  earlier  age 
than  the  extinction  of  the  procreative  faculty  of  man.  Each 
marks  the  epoch  of  sexual  involution.  In  the  male  it  is  the 
precursor  of  graver  and  more  rapidly  progressive  degenera- 
tion ;  in  the  female  it  may  be,  and  usually  is,  the  harbinger 
of  reinvigorated  health  and  vigor  and  longevity.  In  the 
male,  life  flows  in  one  continuous  stream  from  puberty  to 
death ;  in  the  child-bearing  woman  it  oscillates  between 
physiological  repose  and  change  and  epochal  dangers  until 
the  menopause  is  safely  passed.  If,  however,  the  seeds  of 
disease  (Tilt)  have  been  sown  during  the  child-bearing  period, 
the  change  of  life  may  increase  their  activity. 

Do  these  conclusions,  deduced  from  statistics  and  con- 
firmed by  professional  experience  and  observation,  rise  to 
the  dignity  and  force  of  natural  laws,  alike  applicable  to  large 
communities,  peoples,  races,  and  countries,  or  are  they  mere 
episodes  in  the  lives  of  individuals  ?  As  laws  of  the  animal 
economy  they  must  constitute  the  fundamental  basis  of  any 
code  of  hygiene  that  will  attain  the  highest  aim  in  the  pre- 
vention of  the  diseases  of  pregnancy,  reduce  the  mortality 
of  child-bearing  to  its  minimum,  and  promote  the  longevity 
.of  post-cessation  life. 

How  to  enforce  these  laws  to  obtain  the  best  results  is  a 
problem  not  easily  solved.  Hygiene  has  achieved  marvelous 
progress  in  recent  years.  Constant  and  persistent  discussion 
of  its  methods  aijd  beneficent  effects  have  accomplished 
much  good,  but  its  advance  is  due  mainly  to  the  appalling 
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mortalities  of  the  epidemics  that  have  decimated  communi- 
ties, cities,  and  regions  of  country.  These  scourges  have 
destroyed  very  many  lives,  but  .the  lessons  taught  have  more 
than  compensated  in  the  lives  saved.  Such  mortalities  have 
not,  perhaps,  in  any  single  year,  exceeded  the  aggregate  of 
the  mortality  of  child-bearing  in  the  same  time ;  but  a 
mortality  too  small  to  attract  public  attention,  and  distrib- 
uted over  the  civilized  world,  does  not  impress  masses  of 
people  with  the  same  terrors  and  dangers  of  disease  as  do 
epidemics  that  slay  hundreds  and  thousands  in  circumscribed 
localities.  The  death,  here  and  there,  of  a  young  wife  in 
first  pregnancy  or  labor  brings  grief  to  the  family  circle  and 
sorrow  to  friends ;  but  widowerhood  usually  finds  solace  in  the 
speedy  rehabilitation  of  matrimonial  life.  There  is  always 
another  willing  to  succeed  the  departed.  Congratulation 
replaces  sorrow,  and  the  emblems  of  mourning  are  relegated 
to  the  account  of  loss  and  profit. 

The  sorrows,  miseries,  and  afflictions  which  this  special 
department  of  hygiene  seeks  to  mitigate,  lessen,  and  ob- 
viate, are  too  sparsely  distributed  to  appeal  directly  either 
to  the  cupidity  or  humanity  of  mankind ;  nevertheless,  it 
will  acquire  momentum  and  make  progress  by  continued 
agitation.  The  fallacies  will  be  sifted  out,  and  truth  and 
reason  will  assert  their  sway.  Custom,  based  upon  the  laws 
of  life  and  nature,  will  supersede  the  practices  of  the  well- 
meaning  but  misguided. 

State  interference  might  prove  a  dangerous  expedient — 
more  potent  for  evil  than  for  good.  Yet,  if  the  age  of  ma- 
jority of  women  could  be  made  to  correspond  with  the  first 
year  of  the  period  of  maximum  fecundity,  popular  prejudice 
and  love  of  custom,  which  have  popularized  the  age  of  ma- 
jority as  the  minimum  age  of  nubility,  would,  sooner  or  later, 
conform  fashion  to  the  law.  This  influence,  together  with 
the  legal  disabilities  of  minority,  would  continue  a  formi- 
dable hindrance  to  precocious  matrimony.  If,  however,  the 
age  of  majority  should  be  too  far  advanced,^  the  marriage  of 

*  As  in  France.     So,  also,  under  the  Roman  law. 


SAMUEL   C.  BUSET.  91 

many  would  be  indefinitely  postponed,  and  with  many  more 
delayed  beyond  the  fitting  age  of  nubility. 

Spinster  matrimony  finds  its  protection  in  the  decadence 
of  fecundity  and  fertility ;  in  the  increasing  incapacity  of  the 
uterus  to  carry  an  ovum,  with  longer  disuse ;  and  in  the 
greater  disparity  in  the  ages  of  the  bride  and  bridegroom. 
Beyond  these  immunities  the  consignment  to  suffering  and 
death  must  follow  the  law  pertaining  to  the  later  years  of 
reproductive  life.  The  dodging  time  will  interpose  its  hin- 
drances and  worry  life  through  the  tumult  of  an  uncertain 
series  of  erratic  disorders  until  the  menopause  is  established. 
There  is  no  fixed  minimum  age  of  spinster  life,  but,  singu- 
larly enough,  the  concurrent  opinion  of  the  sex  in  this  coun- 
try has  indicated  thirty  as  the  age  when  the  flower  begins  to 
fade  and  the  "seer  and  yellow  leaf"  marks  the  wane  of 
nuptial  opportunities.  And  even  more  remarkable  are  the 
circumstances  that  this  age  corresponds  with  the  age  of  be- 
ginning relative  sterility  and  relative  increasing  mortality  of 
child-bearing.  To  this  may  be  added  the  further  fact  that 
child-bearing  women  who  have  escaped  the  perils  of  first 
pregnancy  (Duncan)  and  parturition  and  reached  the  age  of 
thirty  have  acquired  an  expectancy  of  life  equal  to  that  of 
the  unmarried,  and  greater  than  that  of  the  unmarried  after 
the  thirtieth  year  of  age. 

The  instinctive  dread  of  spinster  life  and  the  intuitive 
designation  of  thirty  as  the  initial  year  are  illustrations  of 
that  innate  perception  of  the  female  mind  which  leaps  to  a 
conclusion  without  ratiocination.  But  too  often  the  convic- 
tion exhausts  itself  in  a  paradox  at  variance  with  common 
sense,  especially  when  relating  to  the  physical  well-being 
of  the  sex,  and  to  the  esthetic  phenomena  of  civilized  society. 
Precocious  matrimony  is  the  decisive  preventive  of  celibacy 
and  tardy  marriage,  and  is  the  postulate  of  that  spontaneous, 
habitual,  and  emotional  apprehension  of  the  coming  time  of 
ebbing  virginity,  which  retires  the  victim  to  relative  exclu- 
sion from  the  pleasures  of  society,  diminishes  the  expectancy 
of  life,  and  consigns  her  to  the  charity  and  ecclesiastical 
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duties  of  parochial  life.  But  it  does  not  follow  tliat  too 
early  marriage  is  the  only  and  best  escape  from  too  late  mat- 
rimony or  celibacy.  It  may  be  the  least  of  three  evils,  but 
does  not  secure  the  best  results  to  the  sex  and  promote  lon- 
gevity. Such  marriages  are  less  fertile,  and  the  mortality 
of  children  is  greater  than  of  marriage  at  the  proper  nubile 
age. 

Precocious  nubility  is  the  congener  of  precocious  puberty. 
The  latter  is  popularized  as  the  sign  and  the  former  as  the 
complement  of  maturity,  whereas,  in  fact,  one  is  the  symp- 
tom and  the  other  supplies  proof  of  immaturity.  Con- 
jointly they  represent  the  premature  evolution  of  a  function 
in  an  organism  unfitted  for  its  fruition.  It  is  a  law  of  the 
animal  kingdom  that  premature  reproduction  arrests  the 
growth  of  the  body  and  diminishes  functional  energy ;  so, 
likewise,  in  the  vegetable  kingdom,  premature  fruition  in- 
jures development  and  impairs  future  productiveness.  It  is 
not,  however,  necessary  to  appeal  to  analogies  found  among 
the  lower  order  of  animals  and  in  vegetable  life  for  proof 
of  the  detrimental  effects  of  the  too  early  use  of  the  faculty 
of  productivity.  !N"or  does  its  premature  establishment  ne- 
cessarily imply  that  precocious  matrimony  will  determine  its 
maturity.  Puberty  must  precede  and  marriage  should  suc- 
ceed nubility.  The  order  of  succession  is  fixed,  but  wedlock 
should  conform  to  the  law  which  prescribes  the  period  of 
greatest  fecundity  with  least  mortality  and  greatest  survival 
of  children  as  the  fitting  time. 

Precocious  matrimony  is,  then,  the  sequel  of  precocious 
puberty,  and,  if  it  entails  harm,  the  root  of  the  evil  must 
find  its  radical  in  too  early  puberty.  In  this  country,  and 
in  the  higher  walks  of  life,  the  ratio  of  precocious  puberty 
is  manifestly  on  the  increase.  "Whether  equally  so  among 
the  middle  and  lower  classes  I  do  not  know.  If  there  is  a 
like  increasing  ratio  among  the  same  class  in  other  countries, 
the  cause  or  causes  might  be  more  easily  ascertained.  But 
in  some  countries  the  hindrance  of  an  advanced  age  of  ma- 
jority and  the  requirement  of  parental  assent  restrain  pre- 


SAMUEL   C.  BUSEY.  93 

cocious  matrimony;  consequently  the  evil  tendencies  and 
effects  of  such  increasing  ratio  would  be  less  prevalently 
diffused.  I  apprehend  that  if  the  ratio  of  increase  is  not 
common  to  all  classes  it  soon  will  be,  because  the  sedulous 
cultivation  of  the  faculty  of  imitation  is  rapidly  obliterating 
the  class  distinctions. 

The  influence  of  tropical  climate  in  lessening  and  of 
arctic  temperature  in  retarding  the  age  of  puberty  are  fac- 
tors which  can  not  be  controverted,  but  they  are  conditions 
which  probably  control  organic  development  as  well  as  func- 
tional evolution.  In  any  event,  they  are  agencies  too  far 
removed  from  secular  restraint  to  be  considered  here. 

In  this  as  in  other  departments  of  medical  science  the 
discovery  of  abuses  is  far  more  easy  than  the  ascertainment 
of  cause  and  the  application  of  correctives.  Whenever 
medicine  confronts  popular  prejudice,  established  habit,  and 
the  instinctive  truisms  of  woman,  it  encounters  obstacles  not 
easily  surmounted.  The  esthetic  obligations  of  civilized  so- 
ciety and  the  masterly  antagonisms  of  human  depravity  bid 
defiance  to  medical  science  and  the  laws  of  nature.  If,  then, 
I  suggest  that  precocious  puberty  is  one  of  a  series  of  griev- 
ous evils  growing  out  of  the  organization  of  society,  you  will 
be  prepared  for  a  confession  of  failure  to  point  out  a  method 
of  reform.  In  brief,  it  may  be  stated  that  the  immature  ap- 
pearance and  establishment  of  the  menstrual  function  is  but 
one  of  the  phenomena  of  precocity. 

The  complex  phenomena  of  precocity  refer  to  erethism 
of  those  nerve-centers  which  preside  over  the  brain  and  re- 
productive faculties.  The  predominance  acquired  by  these 
vital  activities  subordinates  those  of  the  ganglionic  system, 
and  impairs  nutrition.  Over-use  and  disuse  of  faculty  and 
organ,  if  not  equally  potent,  are  commensurate  causes  of  dis- 
turbance. Exaltation  of  the  cerebral  and  generative  capaci- 
ties involve  corresponding  deterioration  of  formative  energy. 
This  sovereignty  of  special  attributes  is  moie  often  traceable 
to  external  and  extraneous  stimuli  than  to  heredity  and  de- 
fect of  organization.     Heredity  is  undoubtedly  a  prevalent 
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factor.  As  runs  the  legend :  One  generation  accumulates  a 
fortune,  the  second  divides,  and  the  third  squanders  it ;  so 
one  generation  inaugurates  the  -  artificial  methods  of  prema- 
ture culture,  the  second  intensifies  the  refinement  of  intel- 
lectual possibiHties  and  emotional  display,  and  the  third  ex- 
plodes in  caricature  extravagances.  The  young,  highly 
organized,  and  vascular  brain-structure  is  stimulated  by  over 
and  too  constant  work.  Repose  and  rest  are  sacrificed  to 
baneful  amusement  and  harmful  entertainment.  Early  to 
bed  and  early  to  rise  is  the  law  of  natural  life,  now  becoming 
obsolete.  One  or  more  of  the  special  senses  are  strained 
to  the  utmost  attainment  of  mature  development.  The  emo- 
tional excesses  are  displayed  as  esthetic  accomplishments. 
The  passions  and  impulses  are  cultivated  by  indulgences. 
The  whims  and  caprices  are  gratified  either  by  acquiescence 
or  evasive  suggestion  of  reprehensible  expedients.  The 
body,  stilted  on  elevated  heels,  is  geared  from  foot  to  crown 
into  unnatural  posture  and  ungainly  carriage.  Yital  capacity 
is  limited  to  the  expansion  of  closely  fitting  corsets,  and  the 
figure  is  made  to  conform  to  the  style  of  fashionable  dress- 
ing. All  these  and  many  other  practices  are  diligently 
taught  to  crown  the  adoration  of  parents. 

I  intimated  in  the  beginning  that  I  should  present  debat- 
able issues.  There  has  not  been,  perhaps,  one  statement 
made  which  will  not  elicit  diverse  criticism.  I  do  not  aspire 
to  martyrdom  in  the  advocacy  of  the  hygiene  of  child-bear- 
ing women ;  but  if  I  can  sufficiently  interest  the  Fellows  in 
a  subject  which  so  much  concerns  the  mother  and  ruler  of 
man,  and  the  better  half  of  mankind,  I  shall  have  accom- 
plished my  object. 

DISCUSSIOK 

Dr.  James  R.  Chadwick,  of  Boston. — I  do  not  like  to  see 
things  lag,  and  so  venture  to  say  a  word  or  two  on  this  paper, 
which  is  extremely  interesting  and  suggestive — so  suggestive 
that  it  is  difficult  to  pick  out  any  single  point  for  discus- 
sion.    I  have  made  a  few  investigations  with  regard  to  early 
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appearance  of  menstruation  in  this  country,  which  confirm  the 
statements  which  Dr.  Busey  makes,  if  they  need  any  confirma- 
tion. For  some  years  I  have  been  carrying  on  dispensary 
work,  and  making  notes  with  reference  to  racial  differences  in 
this  country,  and  I  was  rather  surprised  to  find  that  amono- 
American  women  the  child-bearing  period  was  growing  earlier. 
In  other  words,  that  in  four  thousand  and  some  odd  hundred 
women  menstruation  began  earlier  among  the  Americans  than 
in  immigrants  of  any  other  nationality  in  this  country.  Fur- 
thermore, that  American  women  of  American  parentage  began 
to  menstruate  at  an  earlier  date  than  American  women  of  for- 
eign parentage.  These  facts  indicate  that  there  are  influences 
at  work  to  cause  the  age  of  the  inception  of  menstruation  to 
become  earlier  and  earlier.  On  the  other  hand,  the  number  of 
cases  which  have  completed  their  menstrual  life  were  not  suffi- 
cient to  justify  absolute  conclusions,  but  I  found  that  the  period 
of  menopause  in  American  women  is  growing  later ;  that  is, 
later  than  in  foreign  women  in  this  country.  If  these  obser- 
vations are  corroborated,  the  conclusion  would  be  that  the 
child-bearing  period  among  Americans  is  longer  than  among 
women  of  other  nationalities  among  us.  As  I  understand  it, 
Dr.  Busey  made  the  point  that  it  was  a  source  of  danger  that 
the  child-bearing  period  is  earlier  ;  but  I  think  the  fact  that  it 
is  increasing  in  length  would  indicate  an  excess  of  vigor  among 
our  American  women,  and  completely  refute  the  statement  of 
some  writers  that  they  are  losing  their  power  of  procreating 
the  species.  That  the  number  of  children  is  decreasing  in  this 
country  is  well  known,  but  I  think  it  is  not  due  to  loss  of 
power,  but  rather  to  exigencies  of  life,  the  customs  of  society, 
etc.  A  few  of  these  data  and  deductions  were  inserted  in  a 
contribution  which  I  made  to  a  symposium  on  the  "  Health  of 
American  Women,"  published  in  the  North  American  Meview 
for  December,  1882. 


PUERPERAL  DIPHTHERIA. 

BY   HENEY   J.  GAERIGUES,    A.  M.,    M.  D., 

New  York. 

The  condition  wliich  I  propose  to  describe  has  received 
very  little,  almost  no  attention,  in  text-books  on  obstetrics. 
Some  do  not  so  much  as  allude  to  it ;  others  speak  in  a  few 
lines  of  "  yellow  patches."  The  only  one  I  know  in  which  the 
importance  of  it  is  recognized  is  that  of  Dr.  Lusk,^  who  re- 
lates the  observations  made  by  Dr.  Steurer,  of  New  York, 
during  an  epidemic  of  so-called  puerperal  fever  in  Strass- 
burg,  Germany ;  but  here  the  chief  attention  is  paid  to  the 
presence  of  microbes  in  these  cases. 

Dr.  A.  Jacobi,  in  his  comprehensive  work  on  diphtheria,^ 
mentions  the  occurrence  of  the  disease  in  puerperae,  and  re- 
ports a  case  in  which  diphtheria  of  the  pharynx  followed 
the  condition  in  the  vagina  occurring  after  an  operation  for 
prolapse  of  the  uterus.  The  distinguished  author  adds  that 
"a  single  case  of  that  description  proves  a  great  deal." 
We  shall  later  see  that  I  have  observed  a  somewhat  simi- 
lar case  in  a  puerpera,  and  know  of  other  cases  in  which 
contagion  from  puerperal  diphtheria  caused  diphtheritic 
ophthalmia. 

"While  most  authors  of  text-books  on  obstetrics  and  puer- 
peral diseases  simply  ignore  diphtheria  as  a  puerperal  disease, 
one  of  the  best  of  them  takes  special  care  to  tell  us  that  the 
condition  which  has  been  called  diphtheritic  in  puerperal 

'  W.  T.  Lusk,  Science  and  Art  of  Midwifery,  New  York,  1882,  p.  617. 
'  A.  Jacobi,  A  Treatise  on  Diphtheria^  New  York,  1880,  p.  87. 
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women  has  nothing  to  do  with  diphtheria,  and  is  so  far  from 
being  anything  dangerous  that  it  is  to  be  looked  upon  as  a 
regenerative  process.  Spiegelberg/  in  his  admirable  work 
on  obstetrics,  says :  "  The  torn  places  become  changed  to  sup- 
purating surfaces,  commonly  called  ulcers,  and,  when  situ- 
ated at  the  entrance  of  the  vagina,  especially  known  os,  puer- 
peral ulcers.  These  ulcers  have  thick  edges,  a  discolored, 
yellowish-gray  deposit,  edematous,  and  on  the  labia  often 
erysipelatous  surroundings.  That  deposit,  commonly  called 
diphtheritic,  has  nothing  whatever  to  do  with  diphtheria. 
It  is  composed  of  fibrin,  and  a  granular  mass  produced  by 
the  decomposition  of  the  most  superficial  layer  of  the  wound 
and  of  the  pus-corpuscles.  It  is  a  phenomenon  accompany- 
ing the  process  of  repair  begun  by  the  suppuration." 

Spiegelberg's  reasons  for  denying  the  condition  to  be 
diphtheria  are,  first,  that  the  deposit  can  so  easily  be  scraped 
off ;  secondly,  the  lack  of  tendency  to  disintegration  of  the 
subjacent  tissue ;  and,  thirdly,  the  appearance  of  this  condi- 
tion in  the  later  stages  of  the  puerperal  process,  while  they 
are  not  present  in  the  most  acute.  The  first  two  of  these 
assertions  are  entirely  opposed  to  my  own  observations.  The 
deposit  of  which  I  treat  in  the  following  pages  can  not  be 
scraped  off  at  all.  It  is  so  intimately  connected  with  the 
underlying  tissue  that,  in  order  to  remove  it,  it  would  be  ne- 
cessary to  cut  out  some  of  the  adjacent  parts.  Secondly,  it 
does  not  only  appear  as  a  deposit  on  wounded  surfaces,  but 
it  occurs  sometimes  as  an  infiltration  of  apparently  healthy 
mucous  membrane,  still  covered  with  epidermis.  This  infil- 
tration, be  it  of  raw  or  of  intact  surfaces,  has  a  most  decided 
tendency  both  to  spread  superficially  to  adjacent  parts,  and 
to  attack  the  deeper  tissues,  causing  the  most  serious  devas- 
tations, often  ending  in  death  or  in  dangerous  loss  of  sub- 
stance. 

That  the  infiltration,  as  a  rule,  appears  late  is  true.  Still 
we  have  a  case  in  which  the  patches  were  observed  the  day 
after  delivery,  and  I  fail  to  see  how  their  common  appear- 

*  Spiegelberg,  Lehrhuch  der  Geburtshulfc,  Lahr,  1873,  pp.  Y24,  725. 
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ance  between  the  fourth  and  the  seventh  day  can  disprove 
the  diphtheritic  nature  of  the  condition  in  question. 

I  think  we  have  the  key  to  Spiegelberg's  underrating  of 
this  condition  when  we  notice  that  all  his  remarks  on  the 
subject  come  in  the  shape  of  an  opposition  to  E.  Martin,  who 
had  declared  the  diphtheritic  process  in  the  genital  canal  of 
puerperal  women  to  be  the  essence  {das  Wesentliche)  of  puer- 
peral fever.^  ^j  thus  identifying  diphtheria  with  puerperal 
fever,  Martin  went,  of  course,  much  too  far,  and  that  is  prob- 
ably the  reason  why  the  truth  contained  in  his  exaggeration 
did  not  make  any  impression,  and  has  been  almost  totally 
forgotten.  It  is  easy  enough  to  point  out  that  there  are 
forms  of  puerperal  fever  which  have  nothing  to  do  with 
diphtheria  or  anything  like  a  diphtheritic  deposit  or  infiltra- 
tion. But  the  truth  contained  in  Martin's  assertion  is  that 
puerperal  diphtheria  is  one  form  of  that  polymorphous  en- 
tity called  puerperal  fever,  or,  I  would  rather  say,  one  of  the 
different  diseases  heretofore  encompassed  by  the  common 
name  of  puerperal  fever.  At  least,  it  is  a  group  distinctly 
limited  by  the  appearance  of  the  diphtheritic  infiltration 
somewhere  in  the  genital  canal  of  puerperal  women,  seriously 
threatening  the  patient's  life,  tolerably  well  marked  by 
other  symptoms,  and  calling  for  the  most  energetic  special 
treatment. 

Among  the  more  recent  authors,  Fischel,  of  Prague, 
Breisky's  assistant,  has  understood  the  danger  threatening 
wounded  surfaces  in  the  genital  canal  of  puerperse,  and  has 
therefore  insisted  upon  a  prophylactic  treatment  of  such 
wounds.  He  has  even,  like  myself,  seen  parts  of  the  intact 
surface  of  the  vagina  become  attacked  by  diphtheritic  infil- 
tration,^ 

The  base  of  the  following  exposition  form  twenty-six 
cases  treated  by  me  in  the  New  York  Maternity  Hospital, 
and  one  in  the  ]N"ew  York  Infant  Asylum,  dm-ing  the  years 
1882  to  1884,  viz. : 

'  E,  Martin  in  Berliner  Minische  Wochenschri/t,  1811,  No.  32,  p.  3'72. 
'  Fischel  in  Arcliiv  fur  Oyndkologie,  1882,  vol.  xx,  p.  14. 
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NAME. 


9. 
10. 
11. 
12. 
13. 
14. 
15, 

16. 
17. 

18. 
19. 
20, 
21. 
22. 
23. 
24, 

25, 
26. 

27. 


First  Groups 
Lizzie  Quinn. 


Catharine  Dillon Ill, 

Eliza  Miller 

Second  Group: 

Katie  Gross 

Unlinown 

Ellen  Barry 

Third  Group: 

Hannah  Donovan , 

Rose  Reynolds 

Mary  Welsh , 

Sarah  Lesinger , 

Josephine  Norman. 

Annie  Kenney 

Catharine  Raeder 

Susan  Gallagher. 

Catharine  Donovan 

Fourth  Group : 

Hannah  Curtin . , 

Maggie  McCIaim , 

Fifth  Group: 

Mary  Galvin 

Bella  Daly , 

Lavina  Clements , 

Fanny  Strachan , 

Jane  Killan 

Bridget  Lally 

Mary  Finn 

Isolated  Cases : 

Bessie  Rosenthal 

Sophia  Sherman , 

Cora  O'Toole 


Date  of  delivery. 

Result. 

House  Surgeon, 

Ill,  2,  1882. 

Recovered. 

Terriberry, 

Ill,  3,  1882. 

" 

" 

Ill,  4,  1882. 

(1 

u 

IV,  22,  1882. 

Died, 

Allen. 

n',  1882. 

Recovered, 

i( 

rV^  27,  1882, 

" 

K 

XI,  1,  1882. 

Died, 

Pierson. 

XI,  3,  1882. 

Recovered, 

(( 

XI,  5,  1882, 

K 

i( 

XI,  23,  1882. 

(( 

(( 

XI,  23,  1882. 

(( 

<( 

XII,  4,  1882. 

" 

Priest. 

XII,  10,  1882. 

(( 

(( 

XII,  11,  1882. 

Died, 

u 

XII,  19,  1882. 

Recovered. 

a 

I,  10,  1883. 

(( 

u 

I,  16,  1883, 

(( 

u 

IT,  1,  1SS3. 

IC 

Waldo. 

II,  15,  1883, 

l( 

i( 

II,  26,  1883, 

Died, 

K 

III,  3,  1883, 

Recovered, 

<( 

III,  3,  1883, 

(( 

(1 

III,  4,  1883, 

a 

(( 

III,  10,  1883. 

Died, 

l( 

IX,  15,  1883, 

Recovered, 

Pease, 

ni,  9,  1884. 

a 

Gamett. 

IX,  6,  1884. 

«t  1 

Pathological  Anatomy. — The  characteristic  feature  of 
the  disease  is  the  diphtheritic  infiltration.  This  was  in  most 
cases  I  have  seen  of  a  light  peari-gray  color,  more  exception- 
allj  milk-white  or  siilphur-yellow.  It  makes  ite  first  appear- 
ance as  discrete  spots  not  larger  than  millet-^^,  but  soon 
these  spots  extend  in  all  directions  and  meli^o^her,  so  as 
to  form  one  or  more  large,  thick  patches,  firmw  adn«rent  to, 
imbedded  in,  and,  as  it  were,  dovetailed  with  1^  s^jacent 
and  surrounding  tissue.     The  patches  have  comtf^w&l^^ound 

■  In  the  treatment  of  this  case,  occurring  in  the  New  York  Inri^  Awhun, 
I  had  for  assistant  Dr,  Elizabeth  Stow  Brown,  c^  ^ 

%■% 
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contours,  measure  from  one  eiglitli  to  one  inch  in  diameter, 
and  about  one  eiglitli  of  an  inch  in  thickness.  Like  diphthe- 
ria of  the  air-passages,  this  infiltration  has  a  predilection  for 
the  places  where  the  canal  becomes  narrower,  namely,  the 
entrance  of  the  vagina  and  the  cervix.  It  is  probable  that 
this  is  due,  at  least  in  part,  to  the  predominant  frequency  of 
vulnerations  at  these  narrower  straits.  Another  point  to  be 
noticed  in  reference  to  the  locality  of  the  affected  parts  is, 
that  the  posterior  wall  of  the  vagina  is  much  more  liable  to 
be  attacked  than  the  anterior,  and  on  the  posterior,  again, 
that  part  which  lies  below  the  cervix.  The  explanation  of 
this  greater  liability  to  be  affected  of  these  parts  is  probably 
to  be  sought  in  their  being  more  thoroughly  bathed  with  the 
fluid  coming  from  the  uterus,  which  stagnates  there,  becomes 
mixed  with  germs  suspended  in  the  air  entering  the  genital 
tract,  and  undergoes  decomposition.  All  torn  and  abraded 
surfaces  become  more  easily  a  prey  to  the  diphtheritic  infil- 
tration. But,  as  stated  above,  I  have  repeatedly  seen  en- 
tirely healthy  parts  of  the  mucous  membrane  of  the  vagina, 
yet  covered  with  epidermis  and  separated  by  intervening 
tissue  from  all  tears  and  abrasions,  become  the  seat  of  the 
affection.  In  one  case  the  inside  of  the  labia  majora  was 
alone  affected. 

The  parts  surrounding  the  patches  are  more  or  less  swol- 
len, dark  red,  brown,  or  dirty  greenish.  The  connective 
tissue  of  the  small  and  the  large  pelvis  is  infiltrated  with  a 
turbid  serous  fluid,  and  sometimes  the  seat  of  hemorrhagic 
thrombosis. 

The  skin  is  sometimes  the  seat  of  a  dusky  erythema  com- 
posed of  minute  spots  the  size  of  a  pin's  head,  on  a  level 
with  the  surrounding  skin,  and  disappearing  on  pressure. 
In  one  case  (Finn)  the  erythema  was  in  some  places  mixed 
with  petechise,  spots  as  large  as  hemp-seed,  bluish-brown,  and 
not  influenced  by  pressure.  The  same  patient  developed 
later  erysipelas.  These  skin  affections  were  not  continuous 
with  that  of  the  genitals,  but  were  found  on  the  body  and 
the  extremities. 
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In  the  five  cases  ending  fatally,  antopsies  "^ere  made  by 
the  curators  of  the  hospital. 

The  "Uterus  is  very  much  enlarged,  sometimes  reaching 
nearly  up  to  the  umbilicus,  a  week  or  two  after  delivery. 
The  cervix  may  be  more  or  less  torn,  bruised,  jagged,  of 
a  dirty-red,  dark-brown,  or  greenish  color,  yet  showing 
diphtheritic  patches,  or  a  fine  gray  film,  like  what  is  called 
the  bloom  on  grapes.  In  bad  cases,  large  portions  of  it,  as 
well  as  of  the  vagina,  become  gangrenous.  At  other  times, 
it  is  normal,  and  the  affection  limited  to  the  body  of  the 
womb.  The  walls  of  the  body  are  commonly  very  thick, 
ranging  from  one  to  two  inches.  The  tissue  is  soft,  friable, 
pulpy,  near  the  inner  surface  almost  diffluent,  dark  cherry- 
colored,  and  bathed  in  a  thick,  dirty-greenish  fluid.  In  one 
case  (Hannah  Donovan),  surrounding  either  opening  of  the 
Fallopian  tubes,  was  found  a  yellow  diphtheritic  patch,  about 
the  size  of  a  three-cent  piece,  from  which  a  yellow  layer  of 
diphtheritic  infiltration  could  be  traced  out  over  a  consider- 
able part  of  the  wall,  near  to  the  peritoneal  surface.  Such 
a  disposition  of  the  diphtheritic  infiltration  explains  how  a 
large  portion  of  the  muscular  tissue  of  the  uterine  wall  may 
be  scooped  out  from  its  connection  with  the  rest  of  the  organ, 
and  lie  loose  in  the  cavity  until  it  is  finally  pushed  out  of  the 
genitals.  I  have  observed  eight  such  cases,  and  described 
six  of  them  in  other  places,  under  the  name  of  "  Dissecting 
Metritis."  Whether  that  condition  is  always  due  to  diph- 
theria I  could  not  tell,  since,  of  the  eleven  cases  known,  ten 
patients  recovered,  and  no  diphtheritic  affection  was  visible 
in  some  of  them,  in  the  parts  accessible  to  view.  Here  we 
have  only  to  do  with  those  cases  which  were  proved  by  clini- 
cal observation,  or  post-mortem  examination,  to  be  of  that 
nature.  They  are  four  in  number  (Gross,  Lesinger,  Killan, 
and  Rosenthal).  In  the  first,  the  detached  portion  of  the 
uterine  wall  was  found,  at  the  autopsy,  lying  entirely  loose 
in  the  cavity  of  the  body.    It  measured  four  inches  in  length, 

'  New  York  Medical  Journal,  1882,  vol.  ixrd,  p.  587.    Archives  of  Medi- 
cine, April,  1883. 
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two  in  width,  and  one  in  thickness.  IsTo  ulcers  were  found ; 
but  the  wall  was  in  some  places  as  thin  as  tissue-paper,  and 
there  were  two  small  openings  leading  into  two  loops  of  the 
small  intestines.  In  the  three  other  cases,  similar  bodies  were 
expelled  from  the  genitals,  respectively  eighteen,  nineteen, 
and  twenty-five  days  after  delivery.  All  these  specimens  are 
very  much  alike.  They  are  more  or  less  pear-shaped,  in  ac- 
cordance with  the  cavity  in  which  they  are  retained.  They 
have  an  offensive  odor.  The  outer  surface  is  gray;  the 
inner  tissue  flesh-colored.  They  are  full  of  small  holes, 
leading  into  canals,  uterine  sinuses,  from  which  often  a  white, 
elastic  thrombus  protrudes.  Microscopical  examination  shows 
that  these  specimens  consist  of  smooth  muscle-fibers,  in  a 
more  or  less  advanced  stage  of  fatty  degeneration.  The 
amount  of  connective  tissue  between  the  bundles  and  cells  is 
considerably  increased,  in  consequence  of  the  inflammation. 
The  thrombi  are  in  a  condition  of  organization,  being  com- 
posed of  a  net-work  of  fibrin,  with  interspersed  round  cells. 

The  mucous  membrane  of  the  Fallopian  tubes  is  red, 
swollen,  injected,  and  covered  with  a  purulent  fluid. 

The  ovaries  are  infiltrated  with  turbid  serum.  The 
lymphatic  vessels  in  and  leading  from  the  uterus  are  filled 
with  a  grumous  yellow  mass,  or  purulent  fluid.  The  veins 
are  sometimes  blocked  up  by  thrombi. 

In  three  cases  only  (Gross,  McClaim,  Clements)  peri- 
tonitis, with  the  common  exudation  and  agglutination,  was 
found. 

The  liver,  the  spleen,  and  the  kidneys  are  enlarged,  dark, 
soft,  friable,  and  the  microscope  reveals  the  presence  of  par- 
enchymatous inflammation.  The  lungs  are  filled  with  tur- 
bid serum,  compressed  or  emphysematous.  In  one  case 
(Clements),  beneath  the  thickened  pleura  were  found  hemor- 
rhagic spots,  numerous  small  abscesses,  and  in  some  places  a 
gangrenous  condition.  Another  (O' Toole)  developed  pleu- 
ritis,  followed  by  croupous  pneumonia.  The  articulations 
may  likewise  become  the  seat  of  inflammation  (McClaim). 
The  bladder  was  in  several  cases  the  seat  of  an  acute  simple 
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catarrli.  In  one  the  mucous  membrane  of  the  intestine  was 
ulcerated. 

Etiology. — Everj  circumstance  that  protracts  labor,  or 
causes  wounds  of  the  genital  canal,  the  introduction  of  the 
hand  into  the  womb,  and  a  previously  weak  condition  of  the 
patient  predispose  to  puerperal  diphtheria.  Thus,  among 
our  twenty-seven  hospital  cases,  we  had  seventeen  primiparse, 
fourteen  tedious  labors,  five  contracted  pelves,  twice  narrow- 
ness of  the  soft  parts  of  the  parturient  canal,  three  times  a 
large  child,  once  too  advanced  ossification  of  the  head,  once 
an  occipito-posterior  position,  and  once  a  breech  presentation. 
Forceps  were  used  six  times,  and  most  of  these  operations 
were  very  difficult,  tedious,  and  taxing  the  strength  of  the 
accoucheur  to  the  utmost.  In  one  case  delivery  was  only 
obtainable  by  means  of  perforation  and  the  cranioclast.  In 
another  manual  extraction  was  necessary.  In  two  cases  the 
whole  hand  was  introduced  into  the  womb,  and  the  vaginal 
examinations  with  the  finger  were  often  unnecessarily  ex- 
tended into  the  womb  by  zealous  young  assistants,  not  yet 
restrained  by  the  orders  relating  to  the  new  treatment  in- 
augurated on  October  1,  1883.  Seven  times  the  perineum 
was  more  or  less  lacerated.  Once  there  was  a  piece  of  the 
membranes  retained  for  five  days.  In  another  case  a  small 
piece  of  the  placenta  was  found  attached  to  the  inside  of  the 
uterus  at  the  autopsy. 

One  of  the  patients  showed  distinct  marks  of  tertiary 
syphilis,  another  had  had  eclampsia,  two  were  exhausted  by 
post-partura  hemorrhage,  one  had  fallen  into  collapse  imme- 
diately after  the  birth  of  the  child,  one  was  a  dwarf,  and  in 
one  the  autopsy  revealed  an  old  encapsuled  hver-abscess  and 
chronic  catarrhal  pneumonia. 

But  the  real  cause  of  the  disease  is  an  infection  coming 
from  outside.  It  will  be  noticed  that  our  Maternity  Hospital 
cases  came  in  groups,  the  single  components  of  which  oc- 
curred on  the  same  day,  or  with  a  few  days'  interval.^     I  could 

'  The  lone:  intervals  between  the  second  and  third,  and  after  the  fifth  group, 
correspond  to  times  when  I  was  not  on  duty  as  Visiting  Obstetrician,  and  for 
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never  find  any  evidence  that  the  infection  went  directly  from 
one  patient  to  the  other,  nor  that  the  poison  was  brought 
from  one  to  the  other  by  doctors  or  nurses.  It  seemed  to 
be  in  the  air  of  the  wards.  The  proof  of  this  is  that,  every 
time  a  ward  had  been  fumigated  with  sulphurous  acid,  we 
were  sure  not  to  have  a  seriously  sick  patient,  and  especially 
not  a  case  of  puerperal  diphtheria,  for  a  week.  That  the  dis- 
ease is  due  to  a  poison  coming  from  outside  is  amply  proved 
by  its  total  disappearance  when  the  new  prophylactic  treat- 
ment was  introduced,  which  presently  will  be  described. 

According  to  Steurer,  Heiberg,  and  others,  the  morbific 
agents  are  microbes,  which  are  found  in  innumerable  hosts 
from  the  wounds  in  the  genitals  through  vessels  and  cavities 
up  into  the  parenchymatous  organs. 

Symptomatology. — The  first  symptom  which  shows  a  de- 
viation from  the  normal  course  of  childbed  is  the  fever, 
which  mostly  occurs  from  two  to  four  days  after  delivery, 
more  exceptionally  on  the  same  day,  or  as  late  as  six  or 
seven  days  after.  Sometimes  it  is  ushered  in  by  a  decided 
chill,  or  by  a  chilly  sensation.  The  temperature  may  at 
once  rise  to  103°  or  104°  Fahr.,  but  commonly  it  is  lower, 
and  rises  gradually.  The  highest  temperatures  in  our  pa- 
tients ranged  from  100"6°  to  107°,  and  in  the  majority  it 
was  between  102°  and  104°.  The  temperature  has  no  typi- 
cal curve,  except  that,  as  a  rule,  it  is  higher  in  the  evening 
than  in  the  morning. 

The  highest  frequency  of  the  pulse  ranged  from  88  to  160 
beats  per  minute ;  in  the  majority  between  112  and  120.  It 
has  a  great  tendency  to  become  weak. 

The  highest  rate  per  minute  of  the  respiration  ranged 
from  28  to  58 ;  in  the  large  majority  of  cases  it  varied  be- 
tween 28  and  32. 

Anorexia,  vomiting,  diarrhea,  and  a  coated  tongue  bear 

thig  paper  I  have  only  used  the  cases  occurring  in  my  own  service.  Bessie 
Rosenthal  was  delivered  in  the  time  of  one  of  my  colleagues,  but  the  after-treat- 
ment and  the  expulsion  of  the  loosened  portion  of  her  uterus  took  place  during 
my  term. 
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witness  of  the  disturbance  in  the  intestinal  canaL  Gen- 
erally, the  patient  complains  of  pain  in  the  hypogastric  re- 
gion, or  in  one  or  both  groins,  sometimes  extending  down 
into  the  legs.  On  examination,  we  find  the  uterus  larger 
than  what  would  correspond  to  the  time  elapsed  since  her 
delivery,  and  quite  tender.  Sometimes  this  tenderness  is 
spread  more  or  less  over  the  abdomen,  and  very  often  it  is 
found  in  the  groins,  where  likewise  some  swelling  may  be 
obsei-vable. 

The  lochial  discharge  is  often  scanty,  dirty-grayish,  offen- 
sive; but  in  several  cases  we  found  it  normal.  In  those 
which  ended  in  expulsion  of  a  portion  of  the  uterus  there 
was  a  protracted  purulent  discharge  until  the  loose  body  was 
expelled. 

The  signs  of  a  general  disturbance  of  the  system  precede 
often  the  appearance  of  the  diphtheritic  infiltration  for  sev- 
eral days.  Thus  the  patches  appeared  in  our  cases  from  two 
to  ten  days  after  confinement,  commonly  from  three  to  seven 
days.  In  the  anatomical  part  we  have  already  described  the 
formation  and  appearance  of  these  patches.  Suffice  it  here 
to  add  that,  as  a  rule,  the  disease  spreads  for  several  days, 
either  by  the  extension  of  already  affected  places,  or  by  the 
appearance  of  new  centers  at  a  distance  from  the  first  ones. 
This  spreading  stopped  in  our  cases  from  three  to  eight  days 
after  the  special  treatment,  presently  to  be  indicated,  was 
begun.  In  one  (Eose  Reynolds)  it  went  on  even  for  twenty- 
six  days.  From  the  time  the  infiltration  ceases  until  the 
sloughs  produced  by  cauterization  are  eliminated  by  suppu- 
ration, and  the  sores  are  all  healed,  there  elapses  about  a 
week. 

The  case  just  referred  to  as  having  presented  an  unusual 
length  of  the  period  of  formation  of  new  patches  was  of 
particular  interest,  because  in  her  the  same  affection  appeared 
simultaneously  on  the  tongue.  This  corresponds  with  the 
above-mentioned  observation  by  Dr.  Jacobi,  and  corroborates 
me  in  my  view  that  this  disease  is  identical  with  diphtheria 
as  occurring  on  non-puerperal  wounds,  or  as  primary  disease 
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without  any  wound,  and  most  commonly  localized  in  the 
throat,  but  found  on  all  other  mucous  membranes. 

A  friend  of  mine,  who  is  visiting  physician  to  a  lying-in 
hospital,  was,  during  an  epidemic  of  puerperal  diphtheria  in 
the  institution,  which  kept  him  busy  there  a  great  part  of 
the  day,  attacked  by  diphtheritic  ophthalmia,  with  formar 
tion  of  a  thick  diphtheritic  membrane  on  the  conjunctiva, 
a  perforating  ulcer  of  the  cornea,  and  the  loss  of  the  sight 
on  the  affected  eye.  His  head  nurse  was,  at  the  same  time, 
attacked  by  the  same  disease,  resulting  in  the  same  con- 
dition. 

Six  times  tympanites  was  observed,  but  three  patients 
only  developed  peritonitis. 

The  nervous  system  proved  affected  in  some  cases  by 
the  occurrence  of  severe  headache,  stupidity,  or  delirium. 

Yery  commonly  some  disturbance  in  the  secretion  or 
evacuation  of  the  urine  takes  place.  We  have  met  with 
enuresis  and  retention.  Often  micturition  is  frequent  and 
painful,  and  the  urine  contains  bladder  epithelium  and  indif- 
ferent cells. 

Three  patients  (Hannah  Donovan,  Eaeder,  and  McClaim) 
had  albuminuria :  one  slight,  one  with  10  per  cent.,  and  one 
with  25  per  cent,  albumin.  At  the  same  time,  the  amount 
of  urine  secreted  was  diminished.  Another  patient  had 
scanty  urine,  with  symptoms  of  uremia. 

Of  the  occurrence  of  edema  of  the  labia,  erythema,  pe- 
techise,  and  erysipelas,  we  have  already  spoken  in  the  ana- 
tomical part. 

In  two  cases  (McClaira,  Sherman)  jaundice  bore  testi- 
mony to  the  perverted  condition  of  the  blood.  The  sweet 
breath  and  profuse  perspiration  characteristic  of  septicemia 
were  likewise  observed  twice  (McClaim,  Galvin). 

One  patient  (McClaim)  developed  a  painful  and  tedious 
arthritis  of  the  right  elbow-joint,  a  gangrenous  bed-sore  of 
the  size  of  a  silver  dollar,  extending  in  depth  to  the  sacral 
bone,  and  a  sore  spleen,  which  percussion  proved  to  be  en- 
larged. 
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About  the  expulsion  of  a  large  portion  of  the  uterus  in 
several  patients  I  refer  to  the  anatomical  part. 

When  once  the  diphtheritic  process  has  stopped,  the  pa- 
tients recover  rapidly. 

Diag7iosis.—T]iQ  diagnosis  need  scarcely  be  mentioned. 
The  diphtheritic  infiltration  once  seen,  the  diagnosis  is  made. 
Still,  the  treatment  may  have  effects  which  may  lead  to 
error.  Under  the  bichloride-of-mercury  occlusion-bandage, 
presently  to  be  recommended,  torn  or  abraded  surfaces  take 
a  yellow  color,  which  might  simulate  a  diphtheritic  deposit, 
but  it  differs  from  it  by  being  strictly  limited  to  the  surface 
of  the  wound,  where  it  forms  a  thin  continuous  layer,  while 
diphtheritic  infiltration  begins  in  discrete  spots,  forms  a  thick 
membrane,  and  spreads  into  the  surrounding  tissue,  and  may 
appear  in  apparently  intact  mucous  membrane.  Besides, 
there  is  no  fever  nor  any  other  symptom  of  disease,  and 
these  surfaces  heal  in  a  short  time  without  other  treatment 
than  the  continued  use  of  the  bandage. 

Another  difficulty  arises  from  the  cauterization  with  chlo- 
ride of  zinc,  which  is  the  treatment  I  recommend.  The 
slough  produced  by  this  drug  has  exactly  the  same  light-gray 
color  which  most  commonly  is  that  of  the  diphtheritic  infil- 
tration, and  the  physician  may  be  in  doubt,  when  he  examines 
the  patient  the  next  day,  whether  the  diphtheritic  affection 
has  spread  or  not.  In  order  to  obviate  this,  he  must  first 
remember  which  parts  he  has  cauterized ;  and,  secondly,  ex- 
amine the  edges  of  the  doubtful  place  closely.  The  diph- 
theritic infiltration  always  spreads  with  a  finely  scalloped 
outline,  formed  by  an  uneven  extension,  while  the  slough 
retains  the  simple  contour  of  the  place  where  it  was  put. 

Prognosis. — The  prognosis  as  to  event  is  doubtful.  Five 
of  my  twenty-seven  patients  died,  representing  a  mortality  of 
18-5  per  cent.  One  of  them  might,  perhaps,  have  survived, 
since  she  lived  thirty-two  days,  and  the  post  mortem  showed 
that  all  ulcers  were  entirely  healed.  The  immediate  cause 
of  her  death  was  rupture  of  her  uterus,  which,  in  conse- 
quence of  dissecting  metritis,  was,  in  some  places,  as  thin  as 
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paper,  the  rupture  being  due  to  an  intra-uterine  injection, 
faultily  performed  by  an  assistant.  The  other  four  died,  re- 
spectively, five,  seven,  ten,  and  fifteen  days  after  delivery. 
The  prognosis  is  in  so  far  good  as  we  have  excellent  reme- 
dies against  the  disease.  Martin '  said  that  one  third  of  the 
patients  died.  It  is  probably  due  to  the  improved  treatment 
that  our  mortality  is  not  even  one  fifth.  The  whole  duration 
of  the  disease  in  those  who  recover  is  in  most  cases  about 
two  weeks. 

As  a  rule,  the  patients  return  to  complete  health  ;  but  an 
exception  must  be  made  with  regard  to  those  from  whose 
womb  a  large  portion  is  scooped  out  by  dissecting  metritis. 
Here  it  can  scarcely  be  otherwise  than  that  the  organ  is  left 
in  a  considerably  weakened  condition,  which  may  interfere 
with  future  pregnancies,  and  especially  predispose  to  rupture 
of  the  uterus  at  the  time  of  parturition. 

Treatment. — As  to  prophylaxis,  it  must  be  recommended 
to  limit  the  vaginal  examinations  as  much  as  other  considera- 
tions will  allow,  and  especially  not  to  introduce  the  finger, 
and  much  less  the  hand,  into  the  uterus,  unless  it  be  abso- 
lutely necessary.  The  delivery  ought  to  be  conducted  in 
such  a  way  as  to  avoid  wounds  of  the  genital  canal  as  much 
as  possible.^  Instruments  ought  to  be  used  with  great  care ; 
but  the  most  important  of  all  is  a  thorough  antisepsis,  espe- 
cially by  means  of  bichloride  of  mercury.  For  the  details  of 
this  treatment  I  must  refer  to  my  paper  on  "  Prevention  of 
Puerperal  Infection."  ^  Suffice  it  here  to  say  that  the  prin- 
ciple in  it  is  the  disinfection  of  the  hands  of  the  doctors  and 
nurses,  and  every  substance  that  comes  in  contact  with  the 
genitals  of  the  patient,  and  the  application  to  the  same  of  an 
occlusion-handage,  so  arranged  that  no  air  can  enter  them 
without  being  filtered  through  a  pad  wrung  out  in  a  solution 
of  bichloride  of  mercury  (1 : 2,000).     In  the  hospital,  this 

\L.  c,  p.  376. 

'  See  Garrigues,  "The  Obstetrical  Treatment  of  the  Perineum,"  in^m.  Jour. 
Obst,  vol.  xiii,  pp.  241-252,  1880. 

3  The  Medical  Record,  December  29,  1883,  vol.  xxiv,  p.  lOZ. 
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bandage  is  composed  of  a  piece  of  absorbent  lint,  eight  by 
twelve  inches,  folded  twice  so  as  to  be  three  inches  wide, 
and  wrung  out  in  the  said  solution  ;  a  piece  of  oiled  muslin, 
four  by  nine  inches,  washed  with  the  same ;  a  pad  of  oakum ; 
and  a  piece  of  muslin,  eighteen  inches  square,  folded  like  a 
cravat,  and  fastened  to  the  binder  with  four  pins,  in  front 
and  behind.  In  private  practice,  I  use  the  same  bandage, 
composed  of  finer  materials,  viz. :  a  pad  of  absorbent  cotton 
wrung  out  in  the  solution,  a  piece  of  thick,  strong  gutta- 
percha tissue,  washed  in  the  same,  a  pad  of  dry  absorbent 
cotton,  and  a  piece  of  canton  flannel,  five  inches  wide,  fast- 
ened to  the  binder.  Since  this  treatment  was  introduced  in 
the  Maternity  Hospital,  I  did  not,  for  six  months,  see  a  case 
of  puerperal  diphtheria  there,  except  that  of  a  woman  (Sher- 
man) in  whom  it  was  probably  attributable  to  the  reckless- 
ness of  an  assistant,  who  examined  her  immediately  after 
having  delivered  a  woman  of  a  macerated  child,  and  removed 
a  putrid  placenta  from  her  womb.  Tom  perinea  are  cleansed 
with  the  solution  of  bichloride,  dusted  with  iodoform,  and 
stitched  up. 

\Vhen  once  the  disease  is  developed,  a  very  energetic 
treatment  is  necessary.  I  have  in  vain  tried  tincture  of  io- 
dine, iodoform,  and  undiluted  carbolic  acid.  The  only  local 
apphcation  that  has  given  me  satisfaction  is  the  chloride  of 
zinc.  All  the  affected  parts  within  view  are  thoroughly 
touched  with  a  solution  of  equal  parts  of  chloride  of  zinc 
and  distilled  water.  If  the  cervical  canal  is  affected,  I  cau- 
terize the  whole  surface  up  to  the  internal  os.  Formerly  I 
used  to  wash  out  the  uterus  with  a  two-per-cent.  solution  of 
carbolic  acid,  until  it  came  out  clean,  then  inject  a  fluid- 
drachm  of  a  solution  of  chloride  of  zinc,  one  pai-t  to  twelve, 
and  then  again  wash  out  with  the  carbolized  water.  Expe- 
rience has  shown  that  this  intra-uterine  use  of  the  chloride  of 
zinc  was  not  without  danger.  I  have  repeatedly  seen  severe 
pain  and  a  quite  alarming  collapse  follow  the  injection,  and 
one  patient  (Gallagher)  never  rallied  from  it ;  but  the  autopsy 
showed  all  her  organs  to  be  in  such  a  condition  that  her  life 
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could  only  have  been  protracted  for  a  few  liours  anyhow. 
After  that  we  used  the  injection  warm,  and  did  not  have  any 
more  trouble.  In  one  very  protracted  case,  we  substituted 
for  the  carbolized  water,  which  did  not  seem  to  agree  with 
the  patient,  the  saturated  solution  of  boracic  acid.  The  ap- 
plication of  the  one  to  one  solution  in  the  vagina  is  rather 
painful.  In  nervous  patients  it  is  therefore  better  to  use  an 
anesthetic.  After  the  introduction  of  the  bichloride  of 
mercury  I  have  given  up  the  intra-uterine  injection  of  the 
chloride  of  zinc  altogether.  In  the  two  cases  I  have  treated 
since  then,  I  substituted  a  warm  one-to-two-thousand  solu- 
tion of  bichloride  of  mercury  for  both  chloride  of  zinc  and 
carbolic  acid,  and  introduced  a  suppository  with  one  hundred 
grains  of  iodoform.^  Both  cases  were  very  severe,  and  both 
recovered.  As  long  as  we  used  carbolic  acid  the  intra-uterine 
injections  were,  as  a  rule,  repeated  every  three  hours.  The 
bichloride  injection,  followed  by  the  iodoform  pencil,  has  the 
great  advantage  that  the  process  need  not,  as  a  rule,  be  re- 
peated more  than  once  in  the  twenty-four  hours.  The  vagina  is 
douched  with  the  same  solution  every  three  hours.  Besides, 
it  ought  to  be  examined  once  in  the  twenty-four  hours,  and, 
if  the  diphtheritic  process  has  spread,  the  application  of  the 
one  to  one  solution  of  chloride  of  zinc  is  repeated.  It  is 
done  with  absorbent  cotton,  wound  round  the  end  of  wooden 
sticks.  If  the  process  is  limited  to  the  vulva  and  vagina, 
vaginal  injections  alone  are  used  every  three  hours. 

Besides  this  local  treatment  I  give  fluid  extract  of  ergot 
(f  3  ss.  to  1)  three  times  a  day,  in  the  hope  of  making  the 
uterine  muscle-fibers  contract,  some  morphine  to  alleviate 
pain,  quinine  (gr.  v,  x,  xv,  t.  i.  d.),  plenty  of  alcoholic  stimu- 
lants, by  the  mouth  or  hypodermically,  tincture  of  digitalis 
(lUv  hypodermically,  repeated  according  to  circumstances), 

'  5  lodoformi,  3  x ;  amyli,  glycerinse,  35  3  j  ;  pulv.  acacias,  3  ij-  M.  Make 
six  suppositories,  of  the  shape  of  a  little  finger  (after  Elmendorf).  A  pair  of 
forceps  as  curved  as  a  male  catheter  is  needed  for  the  easy  introduction  of  the 
suppository  through  a  speculum  into  the  body  of  the  womb.  I  have  had  one 
made  for  the  purpose  by  Ford. 
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to  strengthen  the  pulse.  If  the  high  temperature  continues 
in  spite  of  intra-uterine  treatment,  it  is  combated  by  sponge- 
baths,  cold  pack,  cold  baths,  ice-bags  or  rubber-coil,  with 
running  ice-water,  salicylate  of  soda,  or  antipyrin.  Carbolic 
acid,  in  the  dose  of  one  minim  every  hour,  is  good,  both  as 
as  antipyretic  and  to  combat  the  diarrhea.  Sometimes  I 
combine  it  with  the  same  amount  of  compound  tincture  of 
iodine.  If  the  temperature  is  not  very  high,  I  prefer  warm 
poultices  to  ice-bag  or  coil.  In  peritonitis  I  give  the  enor- 
mous doses  of  morphine  prescribed  by  the  so-called  opium 
jplan^  combined  with  ice-bags  on  the  abdomen,  except  when 
the  patient  suffers  from  diarrhea.  Then  a  light  warm  poul- 
tice is  preferable. 

DISCUSSION. 

Dk.  "William  T.  Lusk,  of  New  York. — Some  years  ago,  of 
one  hundred  and  fifty-six  patients  sick  with  puerperal  fever  in 
the  Bellevue  Hospital,  I  lost  twenty-eight  with  diphtheritic 
patches  in  the  genital  canal.  The  epidemic  began  with  a  pa- 
tient who  was  brought  into  the  hospital  after  a  long  labor,  and 
who  at  the  time  of  her  admission  had  a  syphilitic  ulcer  upon 
the  vulva  which  was  excessively  inflamed.  I  delivered  the 
child  with  forceps,  and  the  inflamed  perineum  was  torn.  Very 
soon  afterward  diphtheritic  deposit  covered  the  entire  lacerated 
surface.  From  that  patient  nearly  every  patient  in  the  ward 
became  infected.  The  first  cases  were  the  result  of  direct 
transmission  of  the  poison  by  nurses,  and  perhaps  by  physi- 
cians. At  that  time  we  did  not  attach  so  much  importance  to 
the  possibility  of  direct  contagion.  After  a  time,  though  we 
took  every  care  to  avoid  such  contact,  the  disease  contin- 
ued ;  there  seemed  to  be  but  one  possible  explanation  for  its 
continuance,  and  that  was  that  the  air  was  filled  with  germs. 
That  it  is  possible  for  the  air  to  be  filled  with  germs  has  been 
amply  demonstrated.  Dr.  Dennis,  in  returning  from  Europe 
lately,  tested  the  air  of  the  steamship  by  exposing  tubes  con- 
taining gelatin  to  the  air  in  various  parts  of  the  ship.     In  fa- 

'  Garrigues,  "  The  Opium  Plan  in  Pueq^eral  Peritonitis,"  in  New  York  Medi- 
cal Journal,  January  24,  1885,  vol.  xli,  p.  98. 
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vored  situations  no  foci  developed  ;  but,  when  exjDOsed  to  the 
atmosphere  of  certain  of  the  sleeping-cabins,  the  tubes  showed 
from  twenty  to  thirty  foci  composed  of  germs  in  the  course  of 
development,  demonstrating  the  presence  of  germs  in  the  air. 
When  the  presence  of  infectious  particles  in  the  air  was  sug- 
gested dui'ing  this  epidemic,  the  idea  was  regarded  as  purely 
chimerical.  Dr.  Stoehrer,  who  had  witnessed  the  epidemic 
and  afterward  experimented  in  Recklinghausen's  laboratory, 
found,  however,  that  the  ulcerations,  the  diphtheritic  patches, 
swarmed  with  micrococci,  and,  from  thence  the  micrococci  in- 
fected the  tissues,  and,  as  they  spread  in  every  direction,  they 
became  the  direct  cause  of  the  various  symptoms  described  by 
Dr.  Garrigues. 

As  regards  treatment,  the  local  application  which  I  recom- 
mend consists  of  equal  parts  of  Monsel's  solution  and  the  com- 
pound tincture  of  iodine.  Both  are  powerful  antiseptics.  In 
the  first  case  in  which  I  made  these  applications  the  disease  had 
already  spread,  and  at  one  point  the  diphtheritic  ulcer  had  per- 
forated the  labium  minus  and  had  formed  a  circular  opening 
before  the  first  application  was  made  ;  after  the  application  the 
disease  was  speedily  arrested.  One  or  two  years  ago — ten  years 
after  the  epidemic — I  was  stopped  in  the  hospital  ward  by  a 
woman,  who  said,  "  Don't  you  remember  me  ?  "  I  replied  that 
I  did  not.  She  then  reminded  me  that  she  was  the  first  patient 
who  had  the  puerperal  fever  during  that  epidemic.  I  said,  ''If 
that  is  so,  you  have  a  hole  through  one  labium  minus."  And  sure 
enough,  on  making  examination  it  was  found  still  existing.  At 
the  time  we  made  the  applications  recommended  we  tested  the 
carbolic  acid,  and  found  the  former  were  vastly  more  effective. 
I  did  not  then,  however,  compare  them  with  those  made  with 
chloride  of  zinc  or  corrosive  sublimate.  Of  the  first  twelve  cases 
I  treated,  only  two  died  ;  but  of  the  next  twelve  cases  only  two 
recovered.  With  the  progress  of  the  epidemic  the  entire  sys- 
tem apparently  became  affected  previous  to  labor,  so  that 
labors  were  prolonged ;  the  uterus,  after  delivery,  was  in  a 
relaxed  condition,  favoring  the  entrance  of  germs  from  the 
vagina ;  the  result  was  that,  as  the  epidemic  progressed,  the 
disease,  instead  of  being  confined  to  the  external  parts,  ex- 
tended rapidly  up  into  the  uterine  cavity. 
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It  would  be  injustice  not  to  say  a  word  regarding  the  anti- 
septic pad  exhibited  by  Dr.  Garrigues,  and  the  prophylactic 
measure  recommended  by  him.  From  the  time  of  the  epidemic 
at  the  Maternity  Hospital  I  have  seen  other  epidemics  occur  at 
intervals,  and  sporadic  cases  have  occurred  at  the  Emergency 
Hospital,  where  Dr.  Polk  and  myself  are  now  in  attendance  ; 
but  since  Dr.  Garrigues's  paper  was  published,  in  which  he 
drew  attention  to  the  eflBcacy  of  corrosive-sublimate  injections 
and  the  use  of  the  antiseptic  pad,  there  has  been  the  greatest 
change  possible.  Within  the  last  three  years  I  have  not  had  a 
single  case  of  fever  ;  even  the  milk  fever  which  formerly  was 
usual  on  the  third  or  fourth  day  has  now  become  a  thing  of 
the  past.  The  pad  is  not  only  useful  to  prevent  the  entrance 
of  germs,  but  the  chief  advantage  is  that  it  enables  us  to  keep 
our  wards  perfectly  clean.  And  I  have  no  question  that  a 
woman  is  safer  who  comes  into  our  Emergency  Hospital  than 
her  more  fortunate  sisters  in  the  elegant  parts  of  our  city. 

De.  H.  p.  C.  Wilsox,  of  Baltimore. — I  have  been  inter- 
ested in  the  paper,  which  is  certainly  a  very  valuable  contribu- 
tion, and  also  in  the  comments  which  have  been  made  upon  it 
by  Dr.  Lusk.  I  was  particularly  interested  in  that  portion 
which  related  to  the  perineal  antiseptic  pad,  and  was  pleased  to 
hear  Dr.  Lusk's  remarks  with  reference  to  it.  I  have  never 
had  charge  of  a  lying-in  hospital,  and  do  not  know  how  the 
use  of  it  may  be  in  such  institutions,  but  I  have  always  been 
averse  to  the  use  of  bandages  or  pads,  or  anything  of  that  kind, 
after  labor.  I  have  always  preferred  to  have  napkins  of  some 
kind,  cloths  to  protect  the  woman,  placed  under,  rather  than  to 
have  pads  or  napkins  applied  to  the  vulva.  I  have  preferred 
to  have  the  vagina  frequently  washed  out,  rather  than  to  put 
anything  to  the  vulva  which  might  obstruct  the  free  discharge 
of  the  lochia.  I  have  feared  the  placing  of  pads,  such  as  ex- 
hibited, or  thick  napkins  used  to  a  great  extent,  such  as  keep 
the  parts  hot  or  confine  the  lochia  which  would  otherwise  flow 
away  freely,  or  which  might  be  washed  away.  I  have  been 
extremely  interested  because  my  practice  for  years  has  been 
entirely  contrary  to  that  recommended  by  the  author  of  the 
paper  and  by  Dr.  Lusk,  and  I  have  avoided  all  bandages  and 
applications  which  might  obstruct  the  free  discharge  of  the 
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lochia  and  confine  it  within  the  vulva  when  it  should  flow 
away. 

Dr.  W.  L.  R  ichaedson,-  of  Boston.— In  1882  and  1883  I 
think  I  spent  most  of  my  time  in  fighting  puerperal  septicemia 
in  one  form  or  another  in  the  Boston  Lying-in  Hospital,  but 
with  little  success.  We  had  almost  an  epidemic  during  this 
entire  time  ;  at  least  we  were  rarely  free  from  a  case  of  it  un- 
til the  publication  of  Dr.  Garrigues's  paper,  and  then,  after 
adopting  many  of  the  suggestions  it  contained,  and  the  use  of 
a  dressing  very  similar  to  what  he  has  described,  we  have  been 
almost  absolutely  free  from  the  disease.  The  trouble  which  we 
had  before  that  date  was  simply  frightful,  and  I  agree  entirely 
with  what  Dr.  Garrigues  and  Dr.  Lusk  have  said  as  to  the 
great  value  of  these  prophylactic  measures. 

There  was  one  case  which  came  to  my  mind  while  Dr.  Gar- 
rigues was  reading  his  paper  which  may  be  worth  mentioning. 
If  I  recall  what  he  said  correctly,  he  stated  that  he  had  not 
seen  a  case  which  would  prove  that  the  disease  was  directly 
contagious.  I  recall  one  case,  which  occurred  in  1882,  which 
would  seem  to  point  strongly  in  that  direction.  The  hospital 
was  crowded,  and  a  patient,  on  the  fifth  day  after  delivery,  de- 
veloped marked  symptoms  of  puerperal  septicemia.  There 
was  no  place  where  she  could  be  isolated,  and  she  was  therefore 
placed  in  a  ward  in  which  were  three  patients  who  had  been 
confined  about  ten  days,  and  whose  convalescence  had  been 
normal.  Within  forty-eight  hours  one  of  them  began  to  de- 
velop well-marked  symptoms  of  puerperal  septicemia.  I  have 
followed  Dr.  Garrigues's  advice  during  the  last  two  years,  ex- 
cept with  regard  to  the  use  of  corrosive  sublimate  as  an  injec- 
tion, as  I  did  not  get  the  same  results  which  he  has  obtained  ; 
that  is,  I  get  cases  of  salivation  even  when  the  solution  has 
been  used  as  weak  as  1  to  2,000.  I  have,  therefore,  used,  as  a 
rule,  carbolic  acid  in  the  strength  of  1  to  40. 

Dr.  John  Btkne,  of  Brooklyn. — I  would  like  to  inquire  of 
Dr.  Garrigues,  and  of  the  gentlemen  who  have  spoken,  whether 
they  have  noticed  any  deformity  or  other  vaginal  difficulties  as 
a  consequence  of  these  attacks  of  vaginal  diphtheritis  ?  I  make 
this  inquiry  because  I  have  noticed  that  the  author  of  this  ex- 
tremely valuable  contribution  has  not  alluded  to  that  point.    I 
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have  seen  one  example  of  this  contraction  of  the  vaginal  parts 
following  puerperal  diphtheria.  The  case  was  that  of  a  lady 
who,  after  her  fifth  confinement,  was  taken,  as  I  was  informed, 
with  a  little  fever,  slight  abdominal  tenderness,  some  elevation 
of  temperature,  etc.,  not  sufficient,  however,  to  require  any- 
special  attention  from  the  medical  attendant.  About  the  four- 
teenth day  she  was  seized  with  copious  hemorrhage,  and  when 
I  made  examination  I  found  the  entire  posterior  and  upper 
portion  of  the  vaginal  mucous  membrane  almost  completely 
detached.  The  edges  from  which  this  devitalized  portion  had 
become  detached  were  bleeding  copiously.  Topical  measures, 
consisting  of  acetic  acid,  tannin,  and  tampon,  were  employed, 
and  the  hemorrhage  thus  effectually  arrested.  After  the  parts 
had  healed  I  had  an  opportunity  to  examine  th$  patient — that 
is,  six  or  eight  weeks  after  the  attack — and  found  the  vaginal 
canal  very  much  shortened  and  contracted  at  its  upper  portion, 
and  the  cervix  was  obliterated  in  this  manner ;  the  entire 
organ  was  anteverted,  and  the  posterior  lip  had  disappeared 
absolutely,  not  by  destruction,  apparently,  but  drawn  up  as  it 
were,  while  the  anterior  lip  was  drawn  directly  backward,  and 
the  entrance  into  the  uterine  canal  was  situated  close  to  the  recto- 
vaginal wall.  In  reply  to  a  question  by  the  patient,  I  stated  that 
there  was  no  great  probability  of  her  having  any  further  par- 
turient trouble,  as  she  was  not  likely  to  conceive  again  ;  but  my 
prediction  did  not  turn  out  to  be  true,  and  in  the  following 
year  I  was  called  and  found  that  she  had  been  in  labor  twenty- 
four  hours.  There  was  not  the  slightest  appearance  of  an 
opening  through  which  the  fetus  could  pass  ;  the  same  trans- 
verse slit  in  the  posterior  portion  of  the  vagina  would  manifest 
itself  during  an  expulsive  effort,  and  with  each  periodical  con- 
traction of  the  uterus  there  was  a  bulging  of  the  anterior  wall 
of  the  uterine  neck,  and  nothing  more.  I  made  an  incision 
from  behind  forward,  which,  becoming  enlarged  by  expulsive 
efforts,  permitted  delivery  without  serious  injury  to  the  parts, 
and  the  patient  made  a  good  recovery.  I  briefly  refer  to  the 
case  as  illustrating  the  possibility  of  a  difficulty  which  may 
follow  vaginal  diphtheria. 

De.  Frank  P.  Foster,  of  New  York. — There  is  one  very 
minor  matter  on  which  I  wish  to  make  a  remark,  and  that  is 
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with  reference  to  gutta-percha  of  American  and  foreign  manu- 
facture. I  understood  the  author  of  the  paper  to  say  that  the 
gutta-percha  made  in  this  country  was  brittle,  and  that  it  was 
therefore  necessary  to  use  the  imported  article.  I  have  been 
using  gutta-percha  for  the  last  fifteen  years  almost  constantly, 
and  I  feel  warranted  in  saying  that  any  gutta-percha  which  is 
old  is  likely  to  be  brittle,  no  matter  where  it  was  made,  and 
that  American  gutta-percha  is  as  pliable  when  new  as  any  that 
is  manufactured.     It  can  be  kept  pliable  by  being  kept  wet. 

Dr.  Garrigues. — It  has  been  highly  gratifying  to  me  to 
hear  the  remarks  made  by  Dr.  Lusk  and  Dr.  Richardson,  who 
have  reached  similar  results  to  those  I  have  obtained,  and  I 
think  this  should  be  a  great  inducement  for  those  who  have 
not  tried  this  method  of  treatment  to  do  so.  I  may  say,  con- 
cerning our  experience  in  the  Maternity  Hospital,  that  during 
the  last  year  preceding  the  introduction  of  the  new  treatment 
there  were  four  hundred  and  twenty-nine  confinements  with 
thirty-four  deaths,  representing  a  mortality  of  7*69  per  cent. 
The  following  year  the  rate  of  mortality  sunk  to  less  than  one 
and  a  half  per  cent.,  and  the  second  year,  which  elapses  in  a 
few  days,  it  will  have  reached  less  than  three  fourths  of  one 
per  cent.  In  other  words,  we  have  had  as  good  results  as  have 
been  obtained  anywhere  in  the  world.  Of  course,  in  lying-in 
institutions  there  are  many  patients  and  there  will  be  some 
mortality,  but  it  is  highly  gratifying  to  know  that,  in  an  insti- 
tution which  is  far  from  being  a  good  one,  we  have  been  able 
to  reduce  the  mortality  in  such  a  wonderful  degree,  and  I  do 
not  speak  of  the  mortality  of  puerperal  fever,  but  I  speak  of 
the  total  mortality.  I  therefore  entirely  agree  with  Dr.  Lusk 
that  we  have  reached  a  point  where  the  poor  woman,  in  either 
the  Maternity  Hospital  or  the  Emergency  Hospital,  is  at  least 
as  well  off  as  the  rich  one  in  her  confinement.  I  would  like  to 
have  Dr.  Wilson  give  the  pad  a  trial.  As  to  the  use  of  car- 
bolic acid  instead  of  bichloride  of  mercury,  and  injections  in- 
stead of  the  bandage,  we  went  through  that  entirely  at  the 
time  of  the  bad  results,  and  it  is  under  such  circumstances  that 
we  can  judge  of  the  benefit  which  follows  a  certain  method  of 
treatment.  I  regard  it  as  a  decided  improvement  that  in  the 
new  treatment  all  antiseptics  are  used  outside  of  the  woman's 
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body.  It  is  only  in  abnormal  cases  that  \re  resort  to  vaginal 
or  intra-uterine  injections,  etc.  Immediately  after  the  birth  of 
the  child  we  cover  the  genitals  with  a  provisional  compress, 
and  apply  the  bandage  proper  when  the  time  arrives  to  remove 
the  patient  from  the  delivery-bed.  I  did  not  mean  to  convey 
the  idea  that  I  do  not  think  the  disease  is  contagious,  for  I 
have  no  doubt  it  is.  I  simply  wish  to  say  that  we  were  not 
able  to  prove  it  to  be  so  from  the  cases  which  we  have  had.  I 
think  the  air  of  the  ward  becomes  poisonous,  and  from  that  the 
germs  get  into  the  genital  tract. 

I  would  also  call  Dr.  Wilson's  attention  to  the  fact  that, 
since  there  is  no  stagnation  of  the  lochia,  the  substances  of 
which  the  pad  is  made  are  absorbent,  and  in  the  hospital  we 
change  the  bandage  four  times  during  the  day,  and  in  private 
practice  three  times.  "\Ye  have  done  away  with  all  washing  of 
the  genitals.  They  are  merely  irrigated  outside,  the  patient 
lying  on  a  bed-pan. 

As  to  salivation,  I  have  not  had  any  case  of  it,  but  I  have 
had  several  cases  where  there  was  evidence  that  the  patient 
was  being  affected,  as  shown  by  the  offensive  breath.  This  is 
the  nearest  we  have  come  to  salivation.  In  several  cases  in 
which  injections  were  used  we  have  seen  diarrhea,  but  then 
the  remedy  was  at  once  exchanged  for  carbolic  acid.  In  the 
normal  cases,  where  it  has  been  used  outside  only,  there  has 
not  been  any  trouble  whatever  except  a  very  slight  eczema- 
tous  eruption,  requiring  only  a  simple  application  of  glycerin 
to  remove  it. 

With  regard  to  deformity,  spoken  of  by  Dr.  Byrne,  I  have 
had  occasion  to  see  only  two  of  the  patients  later.  In  the  first 
case  there  was  much  shortening  and  great  narrowing  of  the 
vagina,  but  during  a  new  pregnancy  the  cicatrices  softened 
entirely,  and  there  was  not  the  slightest  difficulty  in  confine- 
ment. The  other  patient  is  now  pregnant,  and,  so  far  as  I  can 
see,  the  vagina  is  in  good  condition.* 

De.  H.  p.  C.  Wilsox. — I  would  like  to  ask  Dr.  Garrisues 
one  question,  and  that  is  how  he  manages  the  bandage  where 

*  This  patient  gave,  shortly  afterward,  birth  to  a  living  child,  at  the  end  of 
seven  months  of  gestation,  which  was  easily  expelled  one  hour  after  pains  had 
begun. 
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there  is  a  lacerated  perineum,  and  he  closes  it  with  wire 
sutures,  or  where  it  is  lacerated,  but  not  to  the  extent  of  re- 
quiring the  use  of  sutures,  but  the  use  of  serres-fines.  Does  he 
use  the  bandage  after  closure  of  lacerations  in  this  manner  ? 
Can  the  patient  bear  the  pressure  ? 

De.  Gaerigues. — I  have  not  used  serres-fines  in  any  case, 
but  have  frequently  used  the  wire  sutures,  and  they  have  not 
.interfered  with  the  application  of  the  bandage  at  all.  All  the 
precaution  necessary  is  to  bend  aside  the  ends  of  the  sutures  so 
that  they  will  lie  against  the  skin.  I  should  think  that  the 
pad  would  easily  adapt  itself  to  serres-fines.  If,  however,  this 
should  not  be  the  case,  I  should  recommend  giving  them  up, 
and  to  use  sutures. 

My  information  in  regard  to  gutta-percha  is  derived  from 
Goodyear,  who  told  me  that  the  imported  article  was  much 
thicker  than  that  of  American  manufacture. 

De.  M.  D.  Mann,  of  Buffalo. — I  would  like  to  ask  a  ques- 
tion before  Dr.  Garrigues  sits  down.  We  have  all  noticed 
with  perfectly  normal  cases  of  labor  that  the  lochia  gives  an 
offensive  odor,  and  I  would  ask  if  the  use  of  the  pad  spoken 
of  changes  the  character  of  the  lochia  so  that  it  affects  the 
peculiar  bad-smelling  odor  of  the  discharge  after  confinement.  • 

De.  Gaeeigues. — I  can  answei*  that  the  bichloride  of  mer- 
cury is  one  of  the  most  powerful  deodorizers  that  we  have.  As 
a  result  of  its  use  we  get  an  entire  change  in  the  air  surround- 
ing the  patient,  so  that  in  the  hospital  wards  containing  nine 
women  there  is  not  the  slightest  odor  such  as  we  used  to  per- 
ceive, and  the  same  is  found  in  private  practice — so  much  so 
that  nurses  who  have  attended  to  cases  treated  on  other  prin- 
ciples, and  patients  who  have  borne  children  before,  are  agree- 
ably surprised  at  the  total  absence  of  any  bad  smell. 


rOUE  CASES  OF  OOPHOEECTOMY,  WITH 
EEMARKS. 

BY  JOSEPH  TABEE  JOHNSON,   A.  M.,  M.  D., 
Washinffion,  D.  C. 

Mk.  Pkesident  ajstd  Fellows  :  I  received  a  peremptory 
order  from  the  President  a  few  days  ago,  while  at  my  place 
in  the  mountains,  to  write  a  paper  for  this  meeting,  and  in 
complying  with  this  order  I  shall  tax  your  patience  but  a 
few  moments. 

I  have  simply  to  add  to  the  statistics  of  oophorectomy 
my  little  quota  of  four  cases,  and  a  few  remarks  upon  early 
diagnosis  and  earlier  operations  in  the  distressii]g  class  of 
cases  which  are  finally  relieved  by  Battey's  or  Tait's  opera- 
tion. 

My  first  case  was  a  Miss  N".,  from  Pennsylvania,  referred 
to  me  by  Dr.  J.  E.  Eiley,  of  this  city,  a  fearful  sufferer  from 
chronic  ovaritis  and  menstrual  epilepsy.  She  was  twenty- 
nine  years  of  age.  Her  menses  appeared  earlier  than  in  the 
average  girl,  but,  for  several  months  prior  to  their  eruption, 
convulsions  of  a  severe  and  prolonged  character  always  oc- 
curred. When  I  saw  her  she  had  been  a  victim  of  these 
monthly  recurring  spasms  for  a  period  of  fourteen  years. 
She  had  never  been  trusted  to  attend  school,  had  grown 
up  without  education,  and  presented  the  appearance  of  be- 
sotted ignorance.  She  had  constant  pain  in  both  ovaries, 
but  for  several  years  her  sufferings  had  been  limited  to  the 
left  side.  She  was  not  only  unable  to  perform  any  kind  of 
upeful  or  remunerative  labor,  but  for  two  weeks  out  of  every 
month,  or  just  half  of  her  time,  she  was  constantly  under 
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the  care  of  an  attendant.  Slie  liad  been  treated  bj  many 
physicians  of  all  known  and  many  unknown  schools,  and 
had  been  the  subject  of  much  experimentation  by  old  women 
cranks  and  quacks. 

She  had  never  received  permanent  benefit  from  any  kind 
of  treatment,  and  was  constantly  growing  worse.  The  ova- 
rian pain  in  the  inter-menstrual  period  was  greatly  aggra- 
vated by  exercise  or  housework.  When  I  saw  her  she  was 
a  pitiable  and  revolting  spectacle.  Her  face,  with  its  numer- 
ous scars  and  bruises,  the  effects  of  falls  during  her  spasms, 
associated  with  a  total  lack  of  refinement  or  culture,  gave  her 
an  almost  beastly  look. 

After  learning  her  history,  I  soon  decided  that,  as  every- 
thing likely  to  be  of  service  had  already  been  done,  over  and 
over  again,  if  a  premature  change  of  life  could  be  induced, 
upon  Battey's  theory,  by  Battey's  operation,  I  would  at- 
tempt it. 

Consent  having  finally  been  granted,  and  the  relatives 
subsequently  being  clamorous  for  the  operation,  as  offering 
the  only  hope  of  recovery,  I  performed  it  on  the  17th  of 
August,  1882,  removing  both  ovaries  and  one  Fallopian 
tube. 

The  patient's  excellent  recovery  was  only  retarded  by 
one  or  two  stitch-hole  abscesses,  and  a  slight  attack  of  bron- 
chitis. For  several  months  she  had  no  periods  and  no 
spasms,  and  was  greatly  improved  in  her  general  health  and 
appearance.  Gradually  her  menses  returned,  and  with  them 
convulsions  of  a  mild  form,  so  that  now,  three  years  since 
her  operation,  she  is  menstruating  with  a  greater  regularity 
than  ever,  but  with  less  frequent  and  much  less  severe  at- 
tacks than  formerly.  Her  sister  informed  me,  a  year  after 
the  operation,  that  it  was  the  family  belief  that  she  had  been 
so  long  accustomed  to  having  these  "  spells  "  that  they  had 
become  a  habit  with  her,  and  that  she  only  had  them  when 
excited  or  angry ;  and  it  was  the  general  opinion  that  they 
were  purely  hysterical,  and  that  she  could  control  them  if 
she  desired. 
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Her  plijsician  "wrote  me  on  the  23d  of  July  last :  "  My 
opinion  is  that  the  operation  was  a  great  relief,  and  has  cer- 
tainly prolonged  her  life." 

The  patient  and  her  friends  frequently  declared  to  me 
their  pleasure  and  satisfaction  with  the  results  of  the  opera- 
tion. 

Case  II. — Miss  TV.,  aged  twenty-one,  formerly  in  good 
circumstances.  Her  parents  hoth  became  addicted  to  strong 
drink,  squandered  their  property,  broke  up  their  home,  and 
finally  separated.  Miss  "W.  was  taken  in  charge  by  poor  rela- 
tives, and  was  compelled  to  earn  what  she  could  by  sewing. 
Over-work,  insufficient  nourishment,  and  mental  anxiety  soon 
destroyed  her  health  and  spirits.  She  took  a  severe  cold,  at 
the  time  of  a  monthly  period,  about  five  years  ago.  The 
period  was  suppressed,  and  she  was  "  confined  to  bed  for  sev- 
eral weeks  with  pain  and  fever."  Since  this  time  she  has  been 
a  great  sufferer  from  chronic  ovaritis  and  dysmenorrhea.  Had 
been  constantly  treated,  without  benefit,  and  was  steadily  grow- 
ing worse. 

Her  only  relief  was  in  bed,  with  hot  applications  and  ano- 
dynes, during  the  week  of  her  menses. 

She  had  leucorrbea  and  a  displaced  uterus,  which  were 
constantly  treated  with  varying  success,  but  without  helping 
the  ovarian  pain. 

I  saw  her  at  the  request  of  Dr.  H.  E.  Leach,  and  treated 
her  three  months,  but  she  grew  worse  all  the  time,  and  finally 
entered  my  service  at  the  Providence  Hospital,  where,  after 
another  month  spent  in  preparatory  treatment,  with  oophorec- 
tomy in  view,  I  removed  the  ovaries  and  tubes.  She  made  a 
perfect  recovery, 

"Was  sitting  up  in  two  weeks,  and  in  less  than  a  month  left 
the  hospital  a  new  creature — no  pains,  no  menses,  happy  in  mind 
and  well  in  body. 

In  a  letter  received  from  her  about  two  years  after  leaving 
the  hospital  she  used  the  following  words  :  "  Xo  pen  can  write 
the  sufferings  I  endured  in  the  five  years  previous  to  my  opera- 
tion. At  times  I  became  almost  desperate  enough  to  take  my 
life  and  end  my  sufferings.  .  .  .  My  life  now  seems  a  new  one, 
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and  I  am  getting  along  splendidly.  ...  I  am  now  a  well,  hap- 
py, and  cheerful  girl,  and  do  not  feel  like  the  same  person  at 
all."  She  closes  by  recommending  oophorectomy  "  to  anybody 
suffering  as  she  did,"  and  reasserts  that  "  it  has  been  a  sure 
cure  to  her." 

Case  III.— Miss  S.,  aged  twenty-four,  a  young  lady  of 
agreeable  looks  and  refined  manners,  evidently  from  a  family 
of  education  and  former  wealth,  was  sent  me  by  Dr.  Mary 
Parsons.  She  had  been  for  some  years  a  great  sufferer  from 
dysmenorrhea  and  reflex  disturbances  in  the  stomach  and  nerv- 
ous system.  Ovarian  pain,  vomiting,  backache  and  headache, 
and  insomnia  were  more  or  less  constant. 

I  quote  from  the  Garfield  Hospital  report,  where  she  was 
for  several  weeks  my  private  patient.  "  She  was  brought  up  in 
the  midst  of  excitement,  and  her  nervous  system  was  constantly 
strained  to  its  utmost.  She  was  healthy  until  at  the  age  of 
fourteen,  when  her  menses  began.  At  once  a  change  came 
over  her.  '  A  cloud  seemed  to  have  settled  on  her  brain.'  She 
began  to  lose  health  and  strength.  Each  period  was  pre- 
ceded by  about  ten  days  of  violent  pain  in  the  abdomen  and 
head,  accompanied  with  nausea  and  vomiting." 

For  the  last  seven  years  she  has  been  under  the  care  of  nu- 
merous doctors,  at  home  and  in  hospitals,  without  relief.  At 
present,  and  for  many  months,  she  states  that,  while  the  men- 
strual molimen  has  been  regular,  there  is  no  flow.  The  period 
is  accompanied  by  all  her  former  distressing  symptoms,  but  the 
discharge  has  been  growing  less  and  less,  until  now  it  amounts 
to  a  few  stains  upon  a  single  napkin. 

She  became  my  patient  subsequently  in  the  Providence 
Hospital,  through  the  kindness  of  Dr.  J.  R.  Bromwell.  After 
four  months  of  fruitless  effort  I  declined  to  spend  further  time 
upon  her  unless  she  submitted  to  oophorectomy.  She  had  sev- 
eral times  exhibited  decided  evidence  of  insanity,  and  her  rela- 
tives desired  the  operation  as  much  to  preserve  the  soundness 
of  her  mind  as  her  body.  Accordingly,  on  the  15th  of  Febru- 
ary last,  I  removed  both  ovaries  and  tubes. 

Her  convalescence  was  somewhat  retarded  by  the  formation 
of  abscesses,  but  she  made  an  excellent  recovery,  and  continues 
to  this  day  to  be  a  marvel  to  herself  and  friends.     The  ova- 
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rian  pains  and  reflex  symptoms  have  disappeared,  and  she 
returned  to  her  duties  as  a  clerk  in  one  of  the  Government 
departments,  where  she  performed  her  duties  to  the  entire 
satisfaction  of  her  superiors,  and  is  now  in  the  country  doing 
well.     She  lost  her  place  August  30,  1885. 

She  writes  me  as  follows  in  a  letter  just  received  : 

"  I  have  suffered  for  years  almost  constantly  with  severe 
throbbing  pain  in  my  side  and  back,  greatly  aggravated  by 
exercise,  and  at  times  accompanied  with  intense  nausea,  entire 
loss  of  appetite,  sleeplessness,  and  a  nervousness  which  can  not 
be  described,  which  would  often  continue  for  ten  days,  only  to 
be  alleviated  by  large  doses  of  morphine.  I  was  in  Hospital 
No.  4,  with  Dr.  No.  26,  confined  to  my  bed  for  four  months, 
and  more  or  less  for  two  years,  growing  rapidly  worse,  and  my 
suffering  so  great  that  I  felt  I  could  endure  it  no  longer.  When 
I  resigned  myself  to  the  operation  I  believed  and  hoped  that  it 
would  end  my  life.  I  am  now  relieved  of  the  old  pain,  and  am 
better  in  every  way  than  I  have  been  for  ten  years,  .  .  .  and  I 
can  not  express  what  I  feel  for  my  noble,  untiring,  and  skillful 
physician.  I  feel  that  I  owe  more  than  my  life  to  him,  for  I 
fear  I  would  have  been  insane  with  the  suffering  there  was  no 
respite  from  until  I  fell  into  his  kind  hands." 

Case  TV. — Mrs.  X.,  aged  forty,  mother  of  three  children, 
had  suffered  a  constant  burning  pain  in  the  left  ovary  for 
twenty  years,  and  for  the  past  few  years  in  the  right  ovary 
also.  She  had,  in  addition,  a  lacerated  cervix  and  perineum, 
both  of  which  had  been  restored  by  operations.  She  had  been 
under  treatment  for  many  years,  and  had  spent,  she  told  me, 
over  810,000  to  obtain  relief  from  this  constant  gnawing,  burn- 
ing pain,  without  success.  She  was  practically  bedridden  three 
weeks  out  of  every  month,  and  had  little  if  any  enjoyment  in 
life.  Her  pains  all  culminated  about  the  time  of  her  period. 
Constant  nausea  and  neuralgia,  both  reflex,  made  her  life  a 
burden  which  she  refused  longer  to  bear. 

A  lady  friend,  in  about  her  condition,  had  been  operated  on 
and  cured,  and  she  calmly  and  deliberately  made  up  her  mind 
to  have  her  offending  organs  removed.  I  demurred,  and  begged 
her  to  stand  it  five  years  longer,  until  nature  would  come  to 
her  rescue  in  the  change  of  life.    She  replied  that  she  had  stood 
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it  just  as  long  as  she  could,  and  that,  unless  she  obtained  relief, 
she  would  be  in  her  grave  or  an  insane  asylum  in  less  than  a 
year. 

Finally,  after  she  told  me  that  she  had  arranged  to  be  oper- 
ated on  in  New  York  in  a  week,  unless  I  operated  within  that 
time,  upon  the  advice  and  with  the  consent  of  her  husband  I 
removed  the  ovaries  and  tubes  in  a  private  room  in  the  Provi- 
dence Hospital,  on  the  16th  of  last  February,  the  day  after  the 
operation  on  Case  III.  She  rallied  well,  and,  with  the  excep- 
tion of  vomiting,  seemed  to  do  well  for  three  days  ;  but  the 
vomiting  could  not  be  controlled,  and  she  died,  exhausted,  on 
the  morning  of  the  sixth  day.  The  autopsy  gave  little  evi- 
dence of  the  cause  of  death.  Her  constant  retching  and  vom- 
iting had  set  up  some  slight  peritonitis  about  the  vicinity  of 
the  sutures.  One  small  sponge  readily  absorbed  all  the  fluid 
in  the  abdominal  cavity,  which  was  inodorous.  An  abscess 
about  the  size  of  a  chestnut  was  found  in  the  abdominal  wall, 
in  the  track  of  one  of  the  stitches. 

I  have  three  patients  now  upon  whom  I  think  of  oper- 
ating this  fall,  who  have  been  well  treated  by  various  physi- 
cians for  several  years,  with  varying  results,  but  no  per- 
manent benefit.  One  lady  had  the  measles  four  years  ago. 
The  characteristic  eruption  never  fully  declared  itself,  and 
during  her  convalescence  she  took  cold  at  a  period,  and 
has  ever  since  been  a  great  sufierer.  Her  flow  gradually 
became  less  and  less,  and  her  pain  greater  and  greater,  until 
within  the  past  year  it  is  the  exception  for  her  to  have  any 
at  all.  She  is  about  twenty-three  years  old.  During  her 
menstrual  week  she  is  subject  to  fainting  spells,  and  fre- 
quently remains  unconscious  for  hours  at  a  time.  During 
the  intervals  between  her  periods  she  is  constantly  toi-mented 
with  severe  pains  in  the  ovaries,  head,  and  back  of  the  neck. 

She  is  a  clerk  in  a  Government  department,  and  when 
these  attacks  occur  during  office-hours  she  has  to  be  taken 
home  in  a  carriage  and  watched  over  by  her  friends  for 
several  days  until  she  can  be  trusted  to  go  out  again  alone. 
During  the  remainder  of  the  month  she  does  work  enough 
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to  retain  her  place,  but  -vvith  tlie  greatest  physical  and  men- 
tal strain.  She  is  constantly  growing  worse,  and  is  ready  to 
be  operated  on  whenever  I  say  the  time  has  come. 

Two  weeks  ago  she  had  the  worst  attack  she  has  ever 
had.  In  addition  to  her  dysmenorrhea!  pains,  she  had  par- 
oxysms of  dental  neuralgia,  and  a  part  of  the  time  it  required 
the  strength  of  three  men  to  control  her. 

She  made  several  attempts  to  commit  suicide  by  drink- 
ing laudanum  and  trying  to  jump  out  of  the  window. 

In  another  case  a  lady,  the  wife  of  a  prominent  Govern- 
ment official,  aged  thirty,  married  nine  years,  and  without 
children,  is  a  great  mental  and  physical  sufferer  at  the  time 
of  her  periods. 

She  is  compelled  to  remain  in  her  room,  and  most  of  the 
time  in  bed,  from  seven  to  ten  days  out  of  every  month. 

Her  ovaries  are  enlarged,  very  tender,  and  give  her  the 
most  exquisite  pains  if  she  oversteps  the  narrow  boundaries 
which  she  has  found  by  many  sad  and  distressing  experiences 
hem  her  in  upon  all  sides.  One  ovary  is  badly  adherent, 
and  the  other,  about  the  size  of  a  hen's  eg^,  is  now  quite 
movable. 

This  is  one  of  the  most  anxious  women  I  have  met  to 
have  childi'en.     She  has,  however,  never  been  pregnant. 

She  has  been  more  or  less  under  treatment  for  ten  years, 
and  everything  seems  to  have  been  done,  and  well  done,  to 
overcome  her  dysmenorrhea  and  cure  her  sterility  which 
gynecologists  could  do  or  invent,  but,  with  the  exception  of 
some  relief  to  her  monthly  pains,  gained  as  much  by  experi- 
ence in  taking  better  care  of  herseK  as  by  treatment,  she  is 
worse  off,  taking  the  case  as  a  whole,  now  than  she  was  five 
years  ago,  with  no  prospects  of  being  any  better  until  the 
change  of  life  inaugurates  those  changes  and  brings  that 
mysterious  quiet  to  the  sexual  apparatus  of  the  female 
which  we  are  powerless  to  hasten  by  treatment  or  to  fully 
understand. 

The  sad  termination  of  my  last  case  causes  me  to  hesi- 
tate before   subjecting  this  charming  lady  to  the  dangers 
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of  Battey's  or  Tait's  operation,  and  yet  I  am  fully  convinced 
tliat  it  is  the  only  thing  left  to  do. 

She  has  repeatedly  begged  for  some  operation  which  held 
out  the  least  prospect  even  of  making  it  possible  for  her  to 
have  a  child  of  her  own. 

Her  maternal  instinct  is  so  strong  as  to  lead  her  to  court 
any  suffering  which  might  bring  this  glad  fruition  to  hopes 
so  long  deferred.  When  told  that  she  was  hopelessly  sterile, 
and  that  Tait's  operation  would  make  it  for  ever  impossible 
for  her  to  conceive,  she  wanted  to  die.  Her  most  absorbing 
hope  is  taken  out  of  life,  and  she  has  no  further  interest  in 
living. 

She  is  desirous  now,  to  quote  her  words,  to  be  "  killed  or 
cured  "  of  her  pain.  If  she  can  live  on,  and  do  her  duty  in 
her  home  and  to  society,  free  from  pain,  she  would  be  will- 
ing ;  but,  while  anxious,  for  the  sake  of  her  friends,  to  get 
well  and  strong  once  more,  I  feel  assured  that  her  ardent 
hope  is  that  she  may  perish  in  the  attempt. 

Her  husband  and  intimate  friends  fear  that  she  will,  in 
some  attack  of  pain  and  mental  despondency,  end  her  own 
life  by  some  rash  act,  or  do  some  other  dreadful  deed. 

I  think  she  is  a  proper  subject  for  the  operation,  or  at 
least  the  enlarged,  movable,  but  most  painful  ovary  should 
be  removed,  and  the  other  if  possible. 

Indeed,  I  now  think  the  operation  should  have  been  done 
years  ago.  Our  means  of  diagnosis  in  these  sad  cases  need 
improving.  Of  course  we  hesitate,  as  in  duty  bound,  to  sub- 
ject these  patients  to  the  risks  of  abdominal  section  until  aU 
other  means  have  been  exhausted  and  have  failed  to  relieve. 

In  the  trial  of  these  fruitless  means  of  cure  much  time 
and  money  are  spent  and  suffering  endured,  and  the  operation 
finally  becomes  a  necessity  upon  a  bedridden  patient,  who  is 
thus  reduced  to  the  worst  possible  condition  for  a  serious 
operation. 

Dr.  Gill  Wylie  has  recently  published  a  list  of  twenty-five 
oophorectomies.  "  In  every  instance,"  he  says,  "  the  patients 
were  bedridden  invalids,  or  were  totally  unfitted  to  do  ordi- 
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nary  work  and  keep  out  of  the  hospital  or  poor-house. 
"With  the  exception  of  three  or  four,  all  had  extensive  adhe- 
sions, and  only  one  of  the  twenty-five  had  no  adhesions.  The 
three  lost  cases  were  hospital  patients,  and,  on  account  of  the 
extensive  adhesions,  the  abdominal  cavity  was  exposed.  All 
died  of  septic  poison  on  the  fifth  or  sixth  day." 

To  illustrate  and  emphasize  my  point  that  our  means  of 
early  diagnosis  need  improving,  and  also  the  environment  of 
the  patient,  I  have  introduced  the  above  quotation  from 
Dr.  Wy lie's  admirable  paper  published  in  the  Medical  Record 
of  August  29th  last. 

So  far  as  human  foresight  would  aid  us,  if  these  three 
cases  out  of  his  twenty-five  had  been  or  could  have  been 
diagnosed  as  fit  subjects  for  oophorectomy,  and  had  consented 
to  it  before  the  adhesions  became  so  numerous  and  powerful 
as  to  require  the  exposure  and  manipulation  of  the  abdomi- 
nal viscera  referred  to,  and  that  in  patients  who  had  en- 
dured their  sufferings  for  years  and  had  finally  become  ex- 
hausted and  bedridden,  it  is  altogether  probable  that  they 
would  not  have  died,  especially  if  operated  on  in  the  best 
surroundings,  instead  of  in  the  poison-laden  air  of  BeUevue 
Hospital. 

His  nine  cases  in  private  practice,  who  enjoyed  the  ad- 
vantages I  mention,  all  recovered.  For  the  sake  of  my 
argument,  I  maintain  that  if  Dr.  Wylie  had  had  the  oppor- 
tunity to  make  an  earlier  diagnosis  and  been  allowed  to  op- 
erate in  advance  of  the  formation  of  these  powerful  and 
extensive  adhesions,  in  as  perfect  an  environment  as  that 
enjoyed  by  the  nine  successful  cases,  they  would  all  have 
been  successful  in  his  experienced  and  skillful  hands. 

We  have  been  upon  the  defensive  in  this  operation  long 
enough,  only  doing  it  when  everything  else  had  failed,  and 
long  years  of  mental  and  physical  suffering  were  closely  men- 
acing our  patient  with  the  grave  or  the  lunatic  asylum,  and 
finally  operating  on  a  bed-ridden  wreck,  in  defiance  of  well- 
known  surgical  laws. 

Even  under  these  discouraging  circumstances  the  opera- 
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tion,  when  skillfully  done,  is  one  of  the  most  successful  of 
the  capital  operations  in  surgery,  and  marvelous  in  its  re- 
sults. 

I  think  the  wonderful  success  of  Mr.  Lawson  Tait  is 
largely  owing  to  the  fact  that  he  makes  his  diagnosis  early, 
before  his  patients  are  exhausted,  and  operates  when  their 
powers  of  recuperation  are  yet  good,  and  under  circum- 
stances free  from  any  possible  septic  infection. 

This  appears  to  be  the  case,  judging  from  the  histories 
narrated  in  his  recent  paper  upon  his  "  Modern  Treatment 
of  Uterine  Myoma,"  a  copy  of  which  he  kindly  sent  me 
about  two  weeks  ago. 

In  this  remarkable  paper  he  gives  the  subsequent  history 
of  fifty-eight  cases  in  which  he  removed  the  uterine  append- 
ages for  the  relief  of  these  tumors,  with  no  mortality  what- 
ever ;  and,  still  better,  with  success  in  staying  the  growth  or 
causing  the  absorption  of  the  tumor  in  every  case  but  one. 

Tait  says:  "In  the  series  published  up  to  the  end  of 
1883  there  were  fifty  cases  of  the  removal  of  the  uterine 
appendages  for  myoma,  with  two  deaths,  so  that  my  modern 
experience  gives  a  series  of  one  hundred  and  eight  cases 
with  two  deaths ;  and  my  belief  is  that  the  real  mortality  of 
the  operation,  in  experienced  hands,  is  not  more  than  one 
per  cent." 

A  distinguished  Fellow  of  this  Society  published  a  series 
of  "  three  diflScult  and  fatal  operations "  several  years  ago. 
The  adhesions  were  so  great  and  so  extensive  in  one  case 
that  it  was  necessary,  in  order  to  get  at  the  ovaries,  to  make 
a  large  incision,  draw  out  the  intestines,  and  to  continue 
manipulation  in  the  pelvic  cavity  for  nearly  two  hours  be- 
fore the  operation  could  be  completed,  and  this  by  a  skillful 
surgeon  and  aided  by  skillful  assistants.  The  other  cases 
were  similar. 

For  the  sake  of  my  argument,  again,  and  in  no  spirit 
of  criticism  of  any  operator,  I  beg  to  suggest  that  if  our 
means  of  diagnosis  of  the  cases  requiring  this  operation  were 
so  perfected  as  to  give  us  medical  as  well  as  the  moral  courage 
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to  operate  in  advance  of  the  growth  of  these  dangerous  and 
fatal  adhesions,  our  percentage  of  mortality  in  this  country 
would  be  greatly  reduced.  I  feel,  now,  if  my  fatal  case  had 
been  operated  on  earlier,  when  she  was  stronger,  her  chances 
for  recovery  would  have  been  vastly  improved. 

I  am  well  aware  that  if  early  operation  should  become 
the  rule,  some  unwise  and  rash  men  would  be  likely  to  ex- 
pose patients  to  dangerous  operations  which  might,  perhaps, 
be  avoided  by  prolonged  and  appropriate  treatment. 

I  thought  last  year  that  I  had  a  case  fit  for  immediate 
operation.  I  admitted  her  to  my  service  in  the  Providence 
Hospital,  with  the  understanding  that,  if  she  did  not  show 
signs  of  improvement  after  thi-ee  months'  treatment,  I  should 
remove  the  uterine  appendages.  She  was  a  poor  girl,  with  a 
history  of  years  of  dysmenorrhea,  and  so  constant  ovarian  pains 
as  to  prevent  her  doing  any  work  which  would  pay  her  way. 
Suffice  it  to  say  that  I  cured  her  by  appropriate  treatment, 
and  she  has  since  remained  well,  and  is  now  engaged  to  be 
married  on  the  first  of  the  coming  month. 

Dr.  Baker,  in  February  last,  published  an  admirable  paper 
in  the  Boston  Medical  and  Surgical  Journal  upon  "The 
Use  and  Abuse  of  Battey's  and  Tait's  Operations,"  in  which 
he  gives  the  histories  of  cases  referred  to  him  for  operation, 
which  he  finally  cured  by  other  treatment. 

Many  operators  could  probably  relate  a  similar  experience. 
So  they  could  in  regard  to  ovariotomy.  All  kinds  of  abdomi- 
nal tumors,  including  pregnancy,  have  been  mistaken  for  ova- 
rian tumors,  and  too  many  operations  begun  under  the  inspi- 
ration of  a  mistaken  diagnosis.  But  no  one  thinks  of  using 
this  as  an  argument  against  early  diagnosis  and  early  operar 
tion  in  cases  of  ovarian  tumors. 

Dr.  Dawson,  in  discussing  a  fatal  case  of  oophorectomy 
in  this  month's  Journal  of  Obstetrics^  page  944,  says  of  it, 
that,  "  had  an  operation  been  allowed  when  he  urged  it,  six 
months  ago,  the  patient  would  have  stood  a  better  chance  of 
recovery,  and  would  have  been  spared  months  of  extreme 
suffering." 
9 
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I  saw  a  skillful  and  experienced  gynecologist  remove  the 
uterine  appendages  last  spring  from  a  patient  wlio  had  been 
many  years  a  great  sufferer.  He  had  urged  the  operation  at 
a  consultation  two  years  previously,  and  again  after  the  ex- 
piration of  another  year  of  ineffectual  treatment  and  con- 
tinued agony.  Finally  objections  were  withdrawn  and  the 
operation  agreed  to,  after  all  other  hopes  of  relief  had  de- 
parted and  her  strength  was  well-nigh  exhausted. 

The  operation  lasted  fully  an  hour  and  a  half,  the  adhe- 
sions were  strong  and  numerous,  the  tubes  were  enlarged  to 
the  size  of  the  small  intestine,  and  for  a  time  were  mistaken 
for  intestine.  The  patient  died,  I  am  informed,  of  peritonitis 
and  internal  hemorrhage  from  torn  surfaces  on  the  fifth  day. 

The  probabilities  are  all  in  favor  of  the  recovery  of  this 
patient  if  she  had  been  operated  on  two  or  three  years 
sooner,  and  she  would  have  been  saved  untold  misery  in 
either  event. 

Tait  operates  early,  and  finds  few  adhesions.  The  time 
consumed  in  most  of  his  oophorectomies  is  from  ten  to  twenty 
minutes,  and  the  patients  all,  or  nearly  all,  recover.  Two 
deaths  in  one  hundred  and  eight  cases,  according  to  his  latest 
reports !  Is  not  this  the  great  secret  of  his  success  ?  His  pa- 
tients are  yet  in  good  condition,  but  surely  tending,  he  thinks, 
toward  a  fatal  issue.  In  some  instances  he  removed  the  ap- 
pendages where  the  myoma  was  no  larger  than  an  orange  or 
fetal  head,  and  had  yet  produced  none  of  the  effects  of  press- 
ure and  displacement,  but  was  rapidly  growing  and  causing 
great  loss  of  blood,  and  likely  in  time  to  cause  death. 

While  I  do  not  venture  to  make  suggestions  to  this  So- 
ciety, as  to  any  special  points  or  symptoms  M^hich  would 
render  earlier  operations  more  justifiable,  I  think  I  may  ex- 
press the  hope  that  some  authoritative  means  may  be  soon 
developed  and  published  whereby  we  may  be  able  to  operate 
earlier,  before  the  patient  drifts  into  that  exhausted  and  bed- 
ridden condition,  after  years  of  unrelieved  suffering,  when 
strong  and  numerous  adhesions  add  so  largely  to  the  difii- 
culties  and  dangers  of  the  operation. 
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DISCUSSION?'. 

Dr.  R.  Staxsbuey  Sutto^t,  of  Pittsburgh.— It  is  hardly 
necessary  to  compliment  Dr.  Johnson  on  so  good  a  paper  as 
this  one,  so  full  of  practical  detail  and  practical  suggestion, 
and  one  proving  the  great  merit  of  the  treatment  of  the  cases 
which  he  has  given  in  detail.     Years  ago,  when  the  ovaries 
were  attacked  only  when  they  had  become  cystic  and  enlarged, 
it  was  a  comparatively  easy  task  for  the  surgeon  to  say  when  he 
should  or  when  he  should  not  interfere,  as  the  woman  who  had 
an  ovarian  tumor,  be  it  cystic,  is  doomed  to  death  unless  some 
surgeon  takes  the  tumor  out  of  her.     There  is  no  escape  by 
any  other  path,  and  she  proceeds  as  certainly  to  a  premature 
grave  as  does  the  sun  to  the  horizon.     But  when  a  woman  is 
suffering  from  a  cystic  affection  of  the  ovaries  or  tubes,  or 
both,  which  does  not  give  evidence  by  enlargement,  which 
does  not  give  tangible  indications,  then  the  surgeon  is  often 
left  to  decide  the  question  of  operation,  which  is  extremely 
difficult  to  do.     Indeed,  without  ether  and  bimanual  palpation 
it  is  utterly  impossible  to  detect  a  single  evidence  of  disease  of 
these  ovaries  and  tubes,  though  they  may  be  at  the  bottom  of 
the  malady,  and  it  may  be  impossible  then.     Kow,  under  such 
circumstances,  are  we  to  let  the  woman  go  on  suffering  because 
we  can  not  determine  that  there  is  an  enlargement  or  some  hy- 
perplastic disease  which  will  justify  the  operation,  or  should 
we,  on  the  other  hand,  say  that  it  is  better  to  give  the  woman 
the  benefit  of  the  doubt  and  examine  the  organs  by  an  explo- 
ratory incision,  as  it  practically  amounts  to   this  in  a   great 
many  cases  ?    I  am  not  prepared  to  accept  the  statement  that 
we  can  always  tell  in  what  condition  the  tubes  and  ovaries  are 
before  opening  the  abdomen.     If  I  were  to  guess  at  a  single 
cause  of  Mr.  Tait's  success,  it  would  be  that  he  often  has  the 
courage  to  make  a  diagnosis  after  he  makes  the  exploratory 
incision.     Again,  we  have  now  come  to  the  time  when  we 
know  that  there  are  diseases  other  than  cystic  disease  which 
affect  these  organs.    Battey  taught  us  that  we  can  cure  certain 
nervous  aCFections  by  removing  the  ovaries,  and  Hegar  and 
Tait  taught  us  that  we  can  cure  diseases  of  the  uterus  by  re- 
moving both  ovaries  and  tubes ;   and  now  we  have  reached 
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that  time  when  the  surgeon  does  not  hesitate  to  take  out  the 
ovaries  and  tubes  for  a  disease  for  which  we  can  find  no  other 
means  of  cure.  It  is  really  true  that  when  the  gynecologist 
can  find  no  other  cause  for  certain  conditions,  he  is  apt  to  say 
that  it  is  an  obscure  condition  of  the  ovaries  and  tubes,  and 
that  an  exploratory  incision  should  be  made.  It  is  also  true 
that  not  all  have  come  to  it,  but  are  coming  to  it  gradually. 
As  to  the  exploratory  incision,  under  proper  precautions,  as  a 
rule,  it  is  a  safe  procedure.  It  is  the  only  way  in  which  we  can 
reach  a  diagnosis  oftentimes.  I  am  not  sure  that  if  I  was  re- 
quired to  make  an  absolute  diagnosis,  and  was  held  to  an  ac- 
count when  I  made  a  mistake  in  all  the  cases  which  I  have  for 
abdominal  section,  I  should  soon  be  out  of  practice,  although 
I  have  yet  to  open  the  first  abdomen  and  fail  to  find  disease  of 
the  ovaries  or  tubes,  or  both. 

In  front  of  the  President  is  a  specimen  which  illustrates 
the  propriety  of  giving  the  woman  the  benefit  of  the  doubt. 
Those  ovaries  came  from  a  woman  who  was  sent  to  me  for 
treatment  for  laceration  of  the  cervix.  There  were,  however, 
conditions  in  her  case  which  I  could  not  refer  to  the  con- 
dition of  the  cervix,  and  under  anesthetics  I  could  determine 
that  one  ovary  was  slightly  enlarged,  I  could  also  get  the  out- 
line of  the  other,  and  could  determine  that  they  were  in  an 
abnormal  position.  I  found  some  sensitiveness  in  the  right 
ovary,  and  I  was  convinced  that  an  operation  upon  the  cervix 
would  not  do  her  any  good,  and  therefore  advised  an  explora- 
tory incision.  After  I  had  opened  the  abdomen  I  found  the 
ovaries  in  the  condition  which  is  here  seen.  In  one  there  was 
a  bunch  of  hair  and  a  piece  of  bone,  and  in  the  other  there 
were  three  cysts.  To  go  further  into  the  study  of  this  sub- 
ject, and  the  consideration  of  the  strictest  care  and  the  strict- 
est quarantine,  brings  us  into  close  connection  with  antiseptic 
surgery  and  cleanliness,  a  subject  too  large  to  enter  upon  here. 
I  congratulate  Dr.  Johnson  upon  the  success  which  he  has  ob- 
tained in  these  cases,  and  bid  him  Godspeed  in  his  good  work. 

Dr.  W.  H.  Baker,  of  Boston. — ^I  have  listened  with  great 
interest  to  Dr.  Johnson's  paper  on  account  of  the  importance 
of  the  cases  of  illustration  given,  and  also  because  a  large  field 
of  usefulness  is  thrown  open  to  discussion,  and  the  whole  sub- 
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ject  of  the  removal  of  the  tubes  and  ovaries  comes  before  us. 
This  operation  offers  recovery  to  a  large  number  of  patients 
who  otherwise  could  not  be  cured  ;  but  at  the  same  time  there 
is  great  danger  of  the  pendulum  swinging  too  far  in  that  di- 
rection by  its  too  frequent  performance.  Not  that  I  would 
discourage  the  operation  in  properly  selected  cases,  like  those 
to  which  we  have  just  listened,  but,  in  an  operation  which  gives 
such  brilliant  results  in  appropriate  cases,  I  think  there  is  almost 
always  danger  of  its  being  carried  too  far,  and  thus  of  its  being 
applied  in  some  which  are  inappropriate  ;  e.  g.,  a  general  sur- 
geon, who  is  perhaps  but  little  of  a  gynecologist,  and  whose 
touch  is  not  educated  as  it  should  be,  decides  that  it  does  not  rest 
with  him  to  say  that  this  patient  or  that  or  the  other  one  needs 
to  have  the  operation  performed.  Under  such  circumstances 
it  is  probable  that  the  operation  might  be  performed  unneces- 
sarily. Or,  suppose  the  patient  is  brought  to  the  general  sur- 
geon by  some  physician  who  says  everything  has  been  done  for 
this  woman  which  can  be  done,  and  that  he  therefore  brings 
her  for  this  operation,  which  the  surgeon  does.  In  such  a  class 
of  cases  as  this  the  same  mistake  is  likely  to  be  made,  because 
the  physician  thinks  he  has  done  all  that  can  be  done,  forget- 
ting, perhaps,  that  the  opinion  of  a  skillful  gynecologist  would 
enable  him  to  adopt  other  less  severe  means  for  her  cure.  The 
greatest  skill,  of  course,  is  shown  in  curing  such  patients  and 
still  saving  these  organs.  It  seems  to  me  desirable  that  we 
should  more  clearly  define  the  limits  of  this  operation.  To 
this  end  the  careful  study  of  these  organs,  both  macroscopically 
and  microscopically,  would  enable  us  to  take  an  important  step 
toward  such  a  limitation. 

Early  diagnosis  has  been  referred  to,  and  it  is  here  that  we 
have  an  important  branch  to  consider,  for  the  ultimate  success 
of  the  case  must  largely  rest  upon  this.  The  gynecologist 
who  can  make  an  early  diagnosis  and  decide  whether  the 
operation  should  be  adopted  or  not  is  the  one  who  will  have 
the  greatest  success  in  this  field.  Still,  we  meet  with  many 
difficulties,  for  the  ovaries  and  tubes  are  not  the  easiest  parts 
of  the  genital  organs  to  examine.  In  certain  cases  where 
these  organs  are  enlarged  and  diseased,  such  as  Dr.  Sutton  has 
referred  to,  they  can  be  felt.     But  in  many  cases  they  can  not 
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be  felt,  nor  can  we  say  that  they  are  diseased.  Often,  where  the 
ovaries  and  the  tubes  are  attached  to  surrounding  parts  by  ad- 
hesions, it  is  with  difficulty  that  they  can  be  recognized.  Then 
an  exploratory  incision  may  be  the  only  thing  which  will  clear 
up  the  diagnosis  ;  but,  this  having  been  made,  I  claim  that,  if 
the  ovaries  and  tubes  are  healthy,  so  far  as  gross  appearances 
show,  they  should  be  put  back  and  the  opening  in  the  abdo- 
men closed,  even  though  the  patient  has  suffered  the  most  ex- 
cruciating pain  when  menstruating. 

If  we  study  these  cases  of  dysmenorrhea  as  we  do  other  dis- 
eases accompanied  by  like  painful  symptoms,  we  shall  many 
times  succeed  in  curing  our  patients  by  the  adoption  of  some 
other  method  of  treatment  without  the  sacrifice  of  these  or- 
gans. In  the  above  instance  I  believe  that  it  is  better  surgery 
to  replace  the  organs  and  to  sew  up  the  abdomen,  and  acknowl- 
edge that  we  have  not  found  sufficient  cause  for  their  removal. 

I  can  not  altogether  agree  with  Dr.  Johnson  as  to  the  in- 
creased danger  where  these  adhesions  exist.  It  is  true  that  my 
experience  has  been  somewhat  limited,  having  had  only  ten  or 
twelve  cases  where  I  have  operated,  with  but  one  death.  But 
in  eight  or  ten  of  these  cases  adhesions  were  found,  and  some 
of  them  were  very  extensive — so  extensive  that  in  one  instance 
the  omentum  was  firmly  bound  to  the  abdominal  parietes,  and 
I  was  obliged  to  cut  through  the  omentum,  when,  finding  the 
intestine  firmly  glued  to  the  under-surface  of  the  omentum,  I 
was  obliged  to  exercise  the  greatest  caution.  I  spent  fully  one 
hour  in  separating  the  adhesions  before  I  could  enter  the  pelvic 
cavity.  But,  with  all  this  difficulty — the  operation  lasting  two 
hours — I  removed  the  ovaries  and  tubes,  and  the  patient  made 
a  fairly  good  recovery.  My  experience  has  been  that  the  pres- 
ence of  extensive  adhesions  does  not  greatly  increase  the 
danger.  The  only  death  I  have  had  was  where  the  ovaries  and 
tubes  were  not  adherent,  and  the  operation  was  performed  with 
the  greatest  facility.  My  opinion  in  regard  to  the  cases  which 
will  most  often  necessitate  this  operation  is  where  there  have 
been  frequent  attacks  of  pelvix;  peritonitis  of  gonorrheal  ori- 
gin, which  have  so  bound  down  and  confined  the  ovaries  and 
tubes  as  to  give  rise  to  the  suffering  which  these  patients 
nearly  always  endui-e. 
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This  is  a  subject  in  whicli  I  have  been  greatly  interested, 
and  I  wish  not  only  to  give  my  hearty  support  to  the  opera- 
tion, but  also  my  voice  in  favor  of  a  more  careful  discnmma- 
tion'  of  cases,  that  its  too  frequent  performance  may  be  ob- 
viated, and  that  it  should  always  remain  a  dernier  ressort. 

De  T  Addis  Emmet,  of  New  York.— I  am  sorry  I  have 
been  called  upon,  because  what  I  shall  have  to  say  is  rather  in 
the  way  of  protest  against  the  operation,  as  I  think  more  harm 
than  good  has  been  done  by  it.     Of  course  there  are  cases 
where  the  operation  must  be  done,  and  I  suppose,  where  we 
have  salpingitis  and  the  tubes  have  been  enlarged  and  contain 
pus,  the  operation  must  be  performed,  as  probably  no  other 
means  of  curing  the  condition  exists.     But  that  the  operation 
should  be  done  so  frequently  for  the  relief  of  symptoms  due, 
I  believe,  often  to  anemia,  is,  from  my  standpoint,  a  frightful 
abuse.     I  have  not  had  a  great  deal  of  experience  in  operating 
myself,  but  have  had  much  in  watching  the  work  of  others, 
and  the  cases  are  not  cured  as  a  rule,  although  they  are  very 
often  temporarily  benefited.     I  have  but  to  repeat,  then,  that 
more  harm  than  good  has  been  done  by  the  operation.     K  its 
performance  were  confined  to  a  few  experienced  persons,  I 
would  have  more  hope  for  the  future,  and  more  confidence,  with 
properly  selected  cases,  that  we  would  get  better  results  ;  but 
where  every  man  considers  himself  competent  to  judge  of  the 
necessity,  and  to  perform  the  operation,  I  do  not  believe  the 
results  will  promise  much  for  the  future. 

I  can  not  advocate  the  view  of  opening  the  abdomen  to 
make  a  diagnosis.  In  a  supposed  disease  of  the  ovary  or  tubes, 
if  it  can  not  be  made  beforehand,  I  can  not  favor  opening  the 
body  to  make  it.  I  have  known  women  to  die  of  peritonitis 
after  the  exploratory  incision.  Where  we  can  make  the  diag- 
nosis of  pus  in  the  tubes  I  would  not  hesitate  about  the  opera- 
tion. I  feel  myself  somewhat  responsible  for  some  of  this  work, 
wJiich  has  been  too  frequently  done  in  this  country.  I  saw, 
several  years  ago,  considerable  of  Mr.  Tait's  work,  and  it  was 
good  work.  On  my  return  he  gave  me  a  number  of  specimens, 
which  I  brought  home  and  presented  to  the  New  York  Obstet- 
rical Society,  at  a  meeting  which  was  held  at  my  house,  and  at 
that  time  I  was  prepared  to  enter  upon  the  practice  of  the 
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operation  myself.  My  communication  was  received  with  a 
great  deal  of  interest,  and  at  once  everybody  began  to  operate. 
That  was  four  years  ago,  and- 1  have  seen  since  then  but  two 
cases  in  which  I  thought  the  operation  was  justifiable,  and,  if 
I  had  operated  and  the  patients  had  recovered,  I  should  have 
taken  a  great  deal  of  credit  to  myself.  One  case  was  a  very 
typical  one.  Two  weeks  after  marriage,  and  where  the  husband 
had  not  fully  recovered  from  a  recent  attack  of  gonorrhea,  an 
attack  of  peritonitis  followed  the  menstrual  period,  and  a  simi- 
lar attack  had  occurred  for  five  or  six  months.  I  found  both 
tubes  enlarged,  nearly  as  large  as  my  wrist,  with  the  twisted 
condition  which  is  considered  so  characteristic.  These  tubes 
were  filled  with  fluid,  which  I  had  no  doubt  was  pus,  from  the 
history  of  the  case.  I  was  satisfied  that  it  was  a  proper  case 
for  the  operation,  and  urged  the  patient  to  submit  to  it.  But 
to  make  it  doubly  sure  I  sent  the  patient  to  Dr.  Thomas,  with- 
out his  knowing  anything  of  the  history  or  diagnosis.  Dr. 
Thomas  told  her  that  she  would  not  live  six  months  without 
the  operation,  and  I  was  very  much  of  the  same  opinion.  When 
she  came  back  from  the  consultation  she  remarked  that  she  in- 
tended to  keep  all  that  the  Almighty  had  given  her,  and  not 
only  that,  but  that  she  intended  to  stay  with  me  until  she  got 
well.  She  entered  my  hospital,  and  remained  thirteen  or  four- 
teen months.  The  case  went  on  for  five  or  six  months  without 
improvement.  The  patient  would  have  an  attack  of  peritonitis 
about  every  one  or  two  months.  The  temperature  would  run 
up  to  103°  or  104°  Fahr.,  and  I  thought  several  times  that  she 
would  die.  But,  after  being  under  treatment  for  five  or  six 
months,  with  the  use  of  copious  hot-water  injections  and  keep- 
ing the  bowels  regulated  and  attending  to  her  general  health, 
and  making  applications  every  day  of  iodine  to  the  whole  vagi- 
nal surface,  these  enlarged  tubes  gradually  began  to  get  smaller, 
and  at  the  end  of  a  year  the  enlargement  had  entirely  disap- 
peared ;  and  at  that  time  she  was  as  well  as  any  woman  I  had 
ever  examined,  so  far  as  I  could  detect  any  local  disease. 

The  other  was  a  case  in  the  Woman's  Hospital,  where  I 
urged  the  operation  and  the  patient  would  not  submit  to  it,  and 
I  sent  her  away.  She  has  now  been  home  about  two  years,  and 
I  hear  that  she  is  better  in  many  respects  than  she  was  when 
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Bhe  left  the  hospital.  These  are  the  only  two  cases  I  have  seen 
within  three  years  where  I  regarded  the  operation  as  justifiable. 
Fortunately,  I  was  unable  to  operate  in  either  of  these  cases. 
In  both  cases  there  was  an  error  in  diagnosis,  I  believe,  as  to 
the  existence  of  pus. 

Dr.  W.  T.  Lusk,  of  New  York.— Even  if  one's  experience 
is  not  large,  it  is  one's  duty  to  contribute  what  one  can  in  im- 
pressing the  necessity  of  exercising  caution  in  the  performance 
of  this  operation,  and  also  caution  in  pressing  women  to  subject 
themselves  to  it.  I  have  seen  a  great  many  operations  per- 
formed, where,  if  the  tubes  and  ovaries  removed  were  diseased, 
then  all  my  pathological  experience  goes  for  nothing.  I  fully 
agree  with  Dr.  Baker  that,  when  the  exploratory  incision  is 
made,  and  the  ovaries  have  but  a  few  Graafian  follicles  scat- 
tered over  their  surface,  and  there  is  no  particular  change  in 
their  gross  appearances,  they  should  be  put  back  and  the  open- 
ing in  the  abdomen  closed,  and  that  we  should  acknowledge 
that  we  have  not  found  the  source  of  the  trouble. 

In  the  New  York  Obstetrical  Society  I  listened  to  the  report 
of  five  cases  from  different  sources,  and  at  the  end  I  drew 
attention  to  the  fact  that,  of  the  five  operations,  two  of  the 
patients  died.  This,  it  seemed  to  me,  was  a  serious  mortality. 
I  do  not  condemn  the  operation  m  toto,  but  simply  wish  to 
insist  that  pains  should  be  taken  to  cure  hysterical  women  of 
their  ailments  before  deciding  upon  the  necessity  of  so  serious 
a  mutilation. 

The  year  after  Dr.  Emmet  went  to  Birmingham  and  visited 
Mr.  Tait  I  saw  the  latter  remove  the  tubes  in  three  cases. 
"Within  three  weeks  after  my  return  home  I  removed  a  tube 
dilated  by  pus  to  the  size  of  the  large  intestine  ;  probably 
the  woman  would  have  died  within  a  short  time  if  the  opera- 
tion had  not  been  performed.  I  have  since  performed  the 
operation  twice  for  hydrosalpinx,  and  the  patients  have  been 
relieved  ;  and  I  have  come,  therefore,  to  regard  the  contribu- 
tion of  Mr.  Tait  as  a  most  valuable  one.  In  a  fourth  case,  in- 
stead of  pyosalpinx,  which  I  had  diagnosticated,  I  found  the 
sac  of  an  old  tubal  pregnancy,  with  a  well-preserved  decidua. 
As  the  sac  could  not  be  removed,  I  was  obliged  to  stitch  the 
walls  to  the  abdominal  parietes  and  insert  a  drainage-tube. 
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This  patient  did  well.  In  a  fifth  case,  I  was  sure  that  I  had  to 
deal  with  pyosalpinx.  I  could  feel  what  I  regarded  as  a  large 
tube,  could  map  it  out,  and  I  had  no  doubt  of  the  diagnosis. 
This  was  sustained  by  Dr.  Polk,  who  said  to  me,  "  Why  not 
operate  in  the  presence  of  the  class  ?  It  is  a  good  case  for  a 
class  operation."  I  declined  to  do  this,  and  operated  in  one  of 
the  private  rooms  in  the  hospital.  After  making  an  abdominal 
incision,  I  felt  what  I  regarded  as  the  tube,  but,  after  detaching 
it  with  great  diflBculty,  I  found  it  was  a  coil  of  intestine  which 
had  been  agglutinated  to  the  broad  ligament  and  uterus,  and 
which  in  places  was  absolutely  inseparable  from  the  pelvic 
tissues.  I  cleaned  out  the  abdominal  cavity  and  closed  the 
wound  ;  but  I  am  sorry  to  say  the  patient  died,  probably  from 
injury  to  the  intestine.  The  diagnosis  was  bad  ;  the  practice 
was  one  I  do  not  pretend  to  excuse. 

Dr.  H.  p.  C.  Wilsok,  of  Baltimore. — I  will  say  only  a  few 
words  in  addition  to  what  has  been  said  on  Dr.  Johnson's  pa- 
per, as  he  has  expressed  my  views  most  fully  and  accurately. 
I  agree  in  some  things  with  what  my  friends  Drs.  Baker, 
Emmet,  and  Lusk  have  said  ;  but  I  equally  disagree  with  them 
in  others.  I  do  feel  that  this  is  one  of  the  most  growing  opera- 
tions in  surgery,  yet  I  realize  the  danger  that  the  pendulum 
may  swing  too  far.  This  operation  is  a  comparatively  new 
one,  and  one  reason  \\'hy  it  is  likely  to  be  performed  injudi- 
ciously is  because  it  is  a  new  operation.  It  has  doubtless  been 
performed  in  many  cases  where  it  should  not  have  been  resorted 
to  ;  but  all  new  operations,  as  well  as  new  remedies,  are  carried 
to  excess  before  their  true  value  is  fixed.  I  always  listen  most 
carefully  to  everything  which  emanates  from  my  friend  Dr. 
Emmet ;  but,  when  he  says  he  "  believes  this  operation  has  done 
more  harm  than  good,"  I  wholly  disagree  with  him.  And, 
when  he  says  "that  in  the  hands  of  skillful  operators,  who 
have  studied  this  subject,  he  is  not  prepared  to  condemn  the 
operation,"  he  all  but  approves  of  it.  It  all  depends  upon  the 
"  skillful."  I  can  also  say  that,  where  every  man  operates,  and 
the  general  surgeon  takes  the  statement  of  the  general  practi- 
tioner, and  operates  simply  because  he  is  requested  to  do  so,  I 
should  expect  to  find  mistakes  in  diagnosis,  and  also  a  great 
many  deaths.     I  believe,  however,  in  many  cases  there  is  noth- 
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ino-  wliicli  will  relieve  these  patients  except  oophorectomy,  and 
I  think  it  may  make  useful  and  happy  women  out  of  invalids 
and  extreme  sufferers.  The  patient  upon  whom  I  first  operated 
is  now  living  and  well.  She  was  bedridden  and  exhausted  near 
unto  death.  She  had  suffered  from  very  severe  hemorrhages, 
was  an  habitual  taker  of  opium,  and  was  in  every  way  most 
miserable  before  the  operation.  She  is  now  a  happy  wife,  and 
efficient  stepmother  to  a  large  family  of  children. 

This  subject  has  been  discussed  m  one  line  only,  and  that  is 
in  cases  of  neurosis  resulting  from  the  ovaries.  I  grant  that 
women  have  been  opened  when  there  was  nothing  the  matter 
with  the  ovaries,  and  parts  have  been  removed  when  they 
should  not  have  been  removed.  But  there  are  cases  where 
nothing  can  be  done  for  the  woman  except  removal  of  the 
ovaries,  even  though  we  find  that  they  are  not  diseased.  "What 
are  we  to  do  with  certain  cases  of  myoma  of  the  uterus  ?  Many 
of  these  women  are  made  useful  and  well  by  bringing  on  the 
menopause  and  arresting  the  hemorrhage.  This  debate  has 
been  entirely  directed  to  the  subject  of  diseased  ovaries  and 
Fallopian  tubes,  without  reference  to  those  affections  of  the 
uterus  which  may  be  cured  or  relieved  by  removal  of  the  ova- 
ries, in  the  same  way  as  by  the  occurrence  of  the  menopause. 
I  believe,  with  Drs.  Lusk,  Baker,  and  Emmet,  that  caution 
should  be  observed,  and  that  all  these  patients  should  be  oper- 
ated upon  only  by  those  who  are  familiar  with  abdominal 
surgery  ;  but  I  equally  believe  that,  for  the  want  of  the  timely 
performance  of  oophorectomy,  many  women  are  allowed  to  die, 
or  drag  out  a  miserable  existence. 

De.  E.  "W.  Jestks,  of  Detroit. — I  am  glad  the  discussion 
has  taken  the  course  it  has,  because,  from  my  own  knowledge, 
1  am  aware  of  the  operation  having  been  performed  many  times 
without  any  good  results,  and  that,  because  of  the  fact  of  the 
publication  of  the  brilliant  results  of  many  skilled  men  and  the 
slight  importance  which  has  been  attached  to  the  exploratory 
operation,  many  tyros  have  been  led  to  perform  it,  and  con- 
sequently very  many  fatal  cases  have  occurred.  I  believe  that 
this  operation  has  a  very  limited  field  indeed.  When  the  ovaries 
and  tubes  are  diseased  there  is  no  question  about  its  propriety, 
and,  in  many  instances  of  fibroid  tumors,  removal  of  the  ovaries 
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will  unquestionably  benefit  the  -woman.  But  there  are  many- 
cases  designated  hystero-epilepsy  that  are  very  frequently  noth- 
ing but  hysteria,  which  can  be  cured  by  persistent  treatment, 
and  to  attempt  to  cure  them  by  removing  the  ovaries  is  a  very 
positive  wrong.  The  slight  importance  attached  to  the  ex- 
ploratory incision  has  led  many,  I  think,  to  explore  the  abdo- 
men without  warrant.  It  is  an  operation  not  free  from  danger. 
I  have  known  four  deaths  resulting  from  this  operation  where 
nothing  was  found  to  warrant  it.  I  am  very  glad  the  discus- 
sion has  taken  the  course  it  has,  and  hope  it  will  serve  as  a 
warning  to  many  not  to  operate  too  frequently. 

Dk.  Thad.  a.  Reamy,  of  Cincinnati. — I  would  inquire  of 
Dr.  Johnson  as  to  the  condition  of  the  ovaries  in  the  first  case 
in  which  they  were  removed  and  the  results  were  so  satisfac- 
tory. Moreover,  he  states  that  he  has  had  some  abscesses  about 
the  stitch-holes,  and  I  would  inquire  whether  he  used,  in  the 
cases  where  these  abscesses  occurred,  carbolized  sutures  in  clos- 
ing the  wounds. 

Dk.  JoHNSOis-. — The  ovaries  were  submitted  to  a  micro- 
scopic examination  by  Dr.  Lamb,  of  this  city,  who  describes 
them  as  far  advanced  in  a  state  of  cystic  degeneration,  each 
having  four  or  five  cysts,  and  one  or  two  bladder-like  cysts  be- 
sides, in  the  broad  ligament.  With  reference  to  the  stitch-hole 
abscess,  I  would  say  that  I  used  silver  sutures. 

De.  Thad.  A.  Reamt,  of  Cincinnati. — I  have  no  doubt  of 
the  propriety  of  this  operation.  I  have  had  cases  in  which 
benefit  has  been  derived  from  the  operation,  but  not  the  brill- 
iant result  of  the  case  reported  by  Dr.  Johnson ;  but  in  two 
others  no  benefit  has  followed  the  operation.  I  have  known 
other  cases,  in  the  practice  of  others,  where  the  same  experi- 
ence has  followed.  I  could  detain  the  Society  with  cases  where 
patients  have  been  sent  to  me  for  operation,  and  in  one  the 
indications  were  as  well  marked  for  an  operation  as  in  any  I 
have  known  ;  but  with  five  months  of  treatment  of  the  cavity 
of  the  uterus  and  attention  to  the  general  surroundings  and 
condition  of  the  patient,  and  finally  with  the  use  of  galvanism 
of  the  uterus  and  ovaries,  she  was  not  only  thoroughly  restored, 
so  far  as  local  conditions  were  concerned,  but  she  recovered 
entirely  her  general  health.     I  rise  to  add  this  remark,  which  I 


LISCUSSION.  141 

think  is  the  testimony  of  every  gentleman  who  has  paid  atten- 
tion to  the  condition  of  the  ovaries  in  the  dead-house,  that  it 
is  the  exception  rather  than  the  rule  to  find  the  ovaries  healthy, 
no  matter  what  the  disease  of  which  the  patient  has  died,  after 
forty  years  of  age.  That  has  been  my  observation.  There  is 
found  so-called  cicatricial  tissue,  sometimes  very  extensive  in- 
duration, cystic  degeneration,  and  even  fibroid  tumors  of  the 
ovaries,  in  subjects  who  had  no  disease  referred  to  the  ovaries, 
and  manifesting  no  symptoms  of  this  character  during  life. 
The  inference,  therefore,  is  that  the  ovaries  may  be  diseased 
and  produce  no  characteristic  symptoms.  That,  even  should 
disease  of  the  ovaries  be  found  after  removal,  the  proof  is  not 
conclusive  that  the  removal  was  justifiable,  or  that  relief  will 
follow.  It  is  a  humiliating  position  to  be  put  in  to  say  that 
we  do  not  know  what  the  matter  is.  "We  assume,  therefore,  that 
it  is  ovarian  disease,  such  is  the  magic  which  these  organs  are 
supposed  to  have  upon  the  woman  and  give  rise  to  such  a  multi- 
plicity of  symptoms  and  inexplicable  phenomena  that  if  every- 
thing else  has  been  tried  the  ovaries  should  be  removed.  That 
is  very  illogical ;  it  is  not  sound  in  philosophy,  and  I  do  not 
think  it  is  sound  in  practice.  Unquestionably,  it  is  true  that 
the  tubes  and  ovaries  are  diseased.  In  many  cases  they  should 
be  removed,  and  I  make  the  foregoing  remarks  not  against  the 
operation,  but  feeling  that,  unless  something  is  said  upon  the 
other  side,  these  well-reported  brilliant  results  will  tempt  men 
to  operate  when  it  should  not  be  done.  I  simply  rise  to  express 
my  conviction  that  some  conservatism  should  be  taught  con- 
cerning this  operation,  which  is  one  which  should  and  will  grow, 
but  which  should  grow  only  in  its  legitimate  field,  and  to  sound 
and  healt*hy  proportions.  I  would  not  be  understood  as  oppos- 
ing removal  of  the  ovaries  and  tubes  in  cases  of  uterine  fibroids 
where  growth  is  rapid  and  hemorrhage  severe  ;  but  even  here 
it  is  my  belief  that  there  is  a  tendency,  in  certain  quarters,  to 
recklessness  as  to  cases.  Nor  would  I  oppose  a  measure  which 
has  proved  so  signally  beneficial  for  relief  of  certain  neurasthenic 
cases.  Still,  it  will  do  no  harm  to  apply  the  breaks  until  the 
gentlemen  have  time  to  remember  that  the  ovaries  are  impor- 
tant organs  in  the  woman's  economy,  and  that  they  should  not 
needlessly  be  sacrificed. 


142  FOUR   CASES  OF  OOPHORECTOMY,  WITH  REMARKS. 

De.  T.  a.  Emmet,  of  "New  York. — This  operation  is  done  for 
dysmenorrhea  sometimes.  I  say  it  should  never  be  performed 
to  relieve  the  symptom.  I  believe  that  dysmenorrhea  is  a 
neuralgic  condition,  having  nothing  to  do  with  the  ovaries  and 
tubes,  and  that  it  is  the  symptom  of  an  anemic  condition. 
When  the  condition  of  the  woman  is  temporarily  relieved  after 
the  operation,  it  is  because  her  nutrition  is  imj^roved.  The 
sympathetic  system  of  nerves  is  able  to  exercise  less  influence 
as  after  a  change  of  life,  and  that  is  the  explanation  of  the 
benefit  which  results  sometimes  from  operation.  Yet  I  hold, 
even  when  benefit  follows,  that  its  performance  is  a  reflection  on 
our  skill  to  remove  the  ovaries  as  a  remedy  for  anemia.  I  have 
said  nothing  with  reference  to  the  operation  in  connection  with 
fibrous  tumors  of  the  uterus,  etc.,  as  the  subject  is  not  under 
discussion,  and  simply  spoke  with  reference  to  the  conditions 
brought  forward  in  the  paper.  I  did  not  speak  against  the 
justifiableness  of  the  operation  in  proper  cases,  but  protested 
against  its  abuse. 

Dr.  Sutton,  of  Pittsburgh. — Dr.Emmet  has  related  graphic- 
ally a  case  in  which  bags  of  pus  were  found  behind  the  uterus 
in  a  woman  who,  despite  his  advice  and  that  of  Dr.  Thomas  to 
have  the  tubes  removed,  entered  his  hospital,  and  recovered ; 
and,  from  what  has  been  said,  we  might  be  led  to  suppose  that 
all  women  with  pus  in  their  tubes  would  eventually  get  well. 

De.  Emmet. — I  did  not  say  so. 

De.  Sutton. — I  know  you  did  not.  Now,  on  the  other 
hand.  Dr.  Lusk  tells  us  of  the  case  of  a  woman  who  came  into 
Bellevue  Hospital,  where,  at  a  post-mortem  examination,  it  was 
found  that  a  tube  filled  with  pus  had  burst  into  the  pelvis 
and  had  caused  her  death.  Now,  looking  at  the  question  in  the 
light  which  the  case  reported  by  Dr.  Lusk  gives,  we  should 
contend  that  that  woman  should  have  had  the  operation  per- 
formed, and  that  all  women  under  such  circumstances  should 
be  subjected  to  the  operation.  Now,  looking  at  this  subject 
in  the  light  of  the  treatment  of  pelvic  abscess,  is  there  a  man 
here  who  would  turn  his  back  upon  a  woman  who  had  a  bag 
of  pus  in  the  cellular  tissue  of  her  pelvis  when  he  thought  it 
might  empty  itself  into  the  cavity  of  her  abdomen  ?  Is  there 
a  man  present  who  would  not  insist  upon  opening  the  sac? 
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"Now,  I  claim  that,  if  a  woman  escaped  when  she  did  follow  her 
own  whims,  it  is  not  an  argument  against  the  operation  for  re- 
moval of  the  tubes  when  they  contain  pus. 

Dr.  Emmet. — That  is  the  only  condition  in  which  I  would 
remove  the  tubes,  and  that  is  what  I  hold. 

Dk.  Sutton. — I  agree  with  Dr.  Baker  that,  if  a  man  makes 
the  exploratory  incision  and  finds  the  ovaries  and  tubes  in  a 
healthy  condition,  they  should  be  put  back  and  the  wound 
closed  ;  but  I  say,  when  he  is  uncertain  whether  disease  is  pres- 
ent or  not,  he  is  justified  in  making  the  exploratory  incision  to 
settle  the  question  then  and  there.  Now,  when  a  man  rises 
and  uses  the  argument  that  he  has  seen  four  deaths  after  ex- 
ploratory incision,  he  has  simply  been  in  the  presence  of  mighty 
careless  surgeons. 

De.  Jenks. — But  careless  men  perform  the  operation  a 
great  deal. 

De.  Sutton. — That  is  no  argument  against  the  operation 
in  the  hands  of  men  who  are  fit  to  perform  it.  In  these  days, 
when  it  is  known  in  surgery  how  to  kill  or  prevent  infection,  it 
is  not  to  be  expected  that  a  simple  incision  is  to  be  followed 
by  suppuration  and  death.  There  can  be  no  doubt  that  this 
operation  should  be  no  longer  called  a  young  operation.  It  has 
entered  upon  its  maturity,  and  ere  long  no  man  will  term  it  a 
young  operation. 

De.  E.  "W".  Jenks. — I  should  like  to  correct  the  doctor's 
statement  in  one  respect.  I  stated  that  the  field  was  limited 
somewhat  for  this  operation,  and,  from  the  fact  that  very  much 
has  been  published  upon  the  subject,  men  who  are  unqualified 
to  make  the  operation  have  performed  it  very  frequently,  and 
hence,  as  a  consequence  of  exploratory  operations  which  were 
not  justifiable,  I  have  known  of  four  deaths.  I  doubt  very 
much  if  those  deaths  would  have  occurred  in  the  hands  of  any 
gentleman  present,  but  I  think  it  is  safe  and  justifiable  to  say 
that  the  exploratory  incision  is  not  free  from  danger. 

De.  M.  D.  Mann,  of  Buffalo. — Dr.  Emmet  has  made  the 
statement  that  ovarian  neuralgia  is  not  to  be  considered  a 
proper  indication  for  this  operation. 

De.  Emmet. — I  said  that  the  operation  was  frequently  per- 
formed for  dysmenorrhea,  and  that  dysmenorrhea  was  not  due 
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to  the  condition  of  the  ovaries,  but  that  it  was  a  neuralgia 
dependent  upon  anemia. 

Dk.  Mann. — I  think  he  could  hardly  deny  that  the  seat  of 
pain  is  in  the  ovaries,  one  or  both.  Although  the  pain  may 
have  its  origin  in  a  general  neuralgic  condition,  it  becomes  so 
firmly  seated  in  the  ovaries  that  the  anemic  condition  can  not 
be  removed  unless  we  remove  the  seat  of  the  neuralgia.  If  we 
do  that,  there  is  a  chance  of  relieving  the  anemic  condition.  I 
have  seen  but  few  cases  in  which  this  operation  was  necessary. 
Two  cases  I  have  in  mind.  One  was  that  of  a  young  woman 
who  had  dysmenorrhea  from  the  beginning  of  menstruation. 
It  increase<f  in  severity  gradually  until  at  the  end  of  ten  years 
there  were  only  three  days  on  an  average  in  each  month  that 
she  was  free  from  pain.  This  woman  was  treated  carefully, 
and  by  competent  men,  and  yet  she  got  steadily  worse.  Dr. 
Thomas  saw  the  patient  and  advised  an  operation.  With  this 
advice  I  agreed,  and  it  was  performed  by  Dr.  Clark,  of  Niagara 
Falls,  and  the  result  was  a  most  excellent  one,  as  she  was  per- 
fectly cured. 

Another  woman  had  been  sick  twelve  or  fifteen  years.  She 
was  anemic,  and  had  neuralgic  pain,  undoubtedly  seated  in  the 
ovaries.  They  were  enlarged,  prolapsed,  exquisitely  sensitive 
to  the  touch,  and  her  abdomen  was  so  tender  that  she  was  un- 
able to  fold  her  hands  over  it.  I  removed  the  ovaries  in  this 
case,  and  the  result  has  been  very  gratifying,  affording  almost 
complete  relief.  She  has  been  able  to  go  about  and  travel  a 
great  deal,  and  is  slowly  recovering  her  health.  I  am  sure 
that  if  the  operation  had  not  been  performed  she  would  not 
be  in  the  good  condition  that  she  now  is.  I  think  she  would 
have  died. 

I  can  not  doubt  that  there  are  cases  in  which  ovarian  dys- 
menorrhea can  not  be  relieved  in  any  other  way  than  by  opera- 
tion, though  I  am  sure  such  cases  are  rare. 

Dr.  Johnson. — I  am  pleased  that  my  paper  has  excited 
so  much  discussion,  even  though  such  a  diversity  of  views  has 
been  expressed.  Dr.  Sutton  started  off  with  a  general  approval 
of  my  paper,  and  I  have  only  to  express  my  pleasure  at  the  re- 
ception which  he  gave  it.  Dr.  Baker  speaks  of  the  fact  that 
the  operation  is  likely  to  become  too  popular.     From  the  re- 
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marks  submitted  by  bim,  and  tbose  of  Drs.  Lusk,  Emmet,  and 
otbers,  one  migbt  infer  tbat  I  bad  advocated  too  early  and  rasb 
resort  to  tbis  operation ;  but  I  bave  not.  My  paper  is  a  con- 
servative one.  I  made  a  plea  for  early  diagnosis  and  early  op- 
eration in  cases  incurable  by  otber  means,  tbus  saving  tbese  pa- 
tients years  of  suffering  and  tbe  dangers  of  a  formidable  opera- 
tion after  tbey  bad  become  greatly  reduced  in  tbeir  powers  of 
recuperation,  and  perbaps  bedridden  wrecks,  as  so  many  are  by 
tbe  time  tbe  decision  is  finally  reacbed  to  remove  tbe  cause  of 
tbeir  troubles.  I  agree  witb  tbose  wbo  recommend  caution 
and  a  resort  to  all  known  means  of  relief  before  performing 
oopborectomy;  but  I  say,  wben  tbe  diagnosis  is  once  made  tbat 
tbe  condition  is  incurable  by  medication  or  any  form  of  treat- 
ment, operate,  and  tbus  give  tbe  woman  a  better  cbance  of  re- 
covering tban  sbe  could  possibly  bave  after  years  of  unrelieved 
agony  and  constantly  failing  bealtb.  Dr.  Emmet  tbinks  tbe 
operation  bas  done  more  barm  tban  good.  I  can  not  see  how 
be  reacbes  tbat  conclusion,  wben  Tait  refers  in  his  last  paper 
to  fifty-eight  women  who  were  tending  toward  the  grave  witb 
growing  fibroid  tumors  of  the  uterus,  some  of  them  literally 
bleeding  to  death,  and  he  performs  this  operation  with  abso- 
lute success  in  every  one  of  these  cases.  I  can  not  see  how  be 
can  say,  in  the  face  of  these  indisputable  facts,  that  tbe  opera- 
tion has  done  more  harm  than  good. 

De.  Emmet, — I  made  no  such  objection  with  reference  to 
the  operation  for  fibroid  tumor.  Dr.  Johnson  did  not  discuss 
this  subject  in  his  paper.  It  was  with  reference  to  removal  of 
tbe  ovai'ies  and  tubes  for  dysmenorrhea  and  neuralgia.  I 
think  it  has  a  large  and  useful  field  in  other  cases,  but  I  made 
no  reference  to  those  cases. 

De.  Johnson. — I  referred  to  Tait's  experience  in  my  paper 
and  his  wonderful  successes  in  the  cure  of  myoma  of  the 
uterus,  although  it  was  not  a  large  part  of  my  paper.  I  am 
glad  to  hear  Dr.  Emmet  indorse  the  practice  followed  in  tbose 
cases  where  myomas  endanger  the  life  of  the  woman,  and 
where  it  is  to  be  brought  into  direct  competition  with  the 
far  more  dangerous  operation  of  hysterectomy. 

I  was  surprised  to  hear  Dr.  Baker  say  that  where  extensive 
adhesions  exist  he  did  not  think  tbey  constituted  any  bar  to 
10 
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the  success  of  the  operation,  or  rendered  it  more  dangerous, 
and  that  his  only  fatal  case  was  one  in  which  no  adhesions  ex- 
isted. One  must,  on  general' principles,  conclude  that  the  more 
difficult  an  operation  is  the  more  dangerous  it  would  be,  espe- 
cially in  the  abdominal  cavity,  where  adhesions  have  to  be 
broken  up  ;  and  my  point  was  that,  the  earlier  the  diagnosis  is 
made,  the  less  numerous  and  powerful  would  these  adhesions 
be,  and  therefore  the  less  dangerous  the  opei'ation.  There  were 
several  other  points  to  which  I  would  be  glad  to  refer,  but,  as 
the  Society  has  been  so  long  detained  with  the  paper  and  its 
discussion,  I  will  only  say  that  I  did  not  intend  to  advocate 
too  frequent  performance  of  the  operation.  There  are  cases, 
however,  such  as  myoma  of  the  uterus,  where  in  skillful  hands 
it  is  by  far  a  better  and  safer  operation  to  be  performed  than 
hysterectomy.  So  far,  in  the  cure  of  nervous  diseases  the 
operation  has  had  least  success,  and  yet  cases  could  be  cited 
one  after  another  which  have  been  cured,  where  neuralgia  has 
been  relieved,  and  cases  of  menstrual  epilepsy  and  threatened 
insanity  cured.  The  operation  is  one  which  should  receive  our 
support  and  commendation  when  restricted  to  its  proper  and 
limited  field. 

I  can  not  agree  with  Dr.  Jenks  when  he  speaks  of  render- 
ing the  woman  sterile  by  mutilation,  when  the  disease  for 
which  we  operate  is  one  which  produces  the  sterility  com- 
plained of  ;  and  it  is  not  exactly  fair  to  state  that  we  mutilate 
the  woman  when  we  lift  her  out  of  a  condition  which  tends 
toward  a  useless  and  painful  life,  and,  in  some  cases,  to  insanity, 
and  place  her  in  one  which  tends  toward  enjoyment  and  use- 
fulness. 
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BY  THAD.    A.   REAMT,   M.  D. 
Cindnnaii. 


Possibly  an  apology  is  due  tHs  Society  for  taking  up  its 
time  in  the  discussion  of  a  subject  which  has  had  so  much 
and  so  distinguished  attention  from  the  authorities  in  obstet- 
rics that  it  would  seem  threadbare,  and  its  treatment  a  work 
of  supererogation. 

This  apology  I  make  by  calling  attention  to  the  variance 
of  opinions  upon  the  subject,  as  expressed  by  those  who  write 
and  teach.  The  subject  has  been  much  worked,  but  can  not 
yet  be  considered  as  finished,  since  there  is  no  agreement. 
This  is  more  especially  true  as  to  treatment.  There  are  few 
now  who  oppose  any  and  all  methods  of  support ;  so  likewise 
there  are  few  who  agree  as  to  the  hest  methods.  As  yet,  no 
royal  method  of  universal  success  has  been  found.  Clinical 
experience  conclusively  shows  that  during  parturition,  espe- 
cially in  the  primipara,  the  perineum  is  in  danger ;  that  in  all 
countries,  in  all  ages  of  human  history,  and  under  any  and 
every  method  of  treatment  yet  devised,  this  danger  culmi- 
nates in  injury  in  a  considerable  proportion  of  cases.  Statis- 
tical statements  as  to  what  proportion,  are  not  to  be  relied 
upon,  and  are  therefore  not  here  quoted.  Moreover,  there 
is  probably  no  accident  incident  to  childbirth  which  leads 
directly  and  remotely  to  greater  evils  than  this.  The  more 
immediate  effects  of  perineal  rupture  may  be  hemorrhage, 
shock,  sepsis,  death.  The  remote  sequelae  are  so  numerous 
and  varied  as  to  constitute  the  basis  of  much  of  the  invalid- 
ism of  child-bearing  women.     This  feature  of  the  subject  is 
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80  well  understood  tliat  you  will  not  be  detained  with  it.  In 
consequence  of  anatomical  and  pathological  conditions,  which, 
are  occasionally  met,  perineal  rupture  in  these  cases  is  inevit- 
able. Perfect  success  in  preventive  treatment,  therefore, 
can  not  be  confidently  hoped  for.  Nevertheless,  in  the 
opinion  of  the  writer,  better  methods  than  have  heretofore 
been  adopted  by  the  profession  generally,  with  better  results, 
may  be  expected.  He  who  preserves  from  rupture  a  peri- 
neum which  is  in  peril  shows  more  skill,  consummates  high- 
er art,  than  he  who  successfully  repairs  a  perineum  which  has 
been  ruptured. 

Prophylaxis  has  ever  been  a  more  humane  and  more  suc- 
cessful means  of  lessening  physical  suffering  than  cure,  and 
public  hygiene  and  sanitation  are  enrolled  among  the  medical 
sciences. 

METHODS. 

The  methods  of  perineal  support  or  protection,  as  taught, 
may  be  divided  as  follows : 

1.  Those  which  aim  chiefly  to  retard  the  head  and  prevent 
its  too  rapid  advance,  in  order  to  gain  time  for  adequate 
perineal  relaxation. 

As  exponents  of  this  class  may  be  quoted  Goodell,^  who 
holds  the  head  back  by  placing  his  thumb  against  the  occi- 
put, while  drawing  forward  the  perineum  by  hooking  one  or 
more  fingers  in  the  rectum. 

E.  Warren  Sawyer  ^  holds  back  the  head  with  the  for- 
ceps, at  the  same  time  inducing  and  maintaining  flexion. 
W.  Tyler  Smith  ^  held  back  the  head  with  one  hand,  with  the 
other  marking  the  degree  of  distention.  W.  A.  Duncan* 
simply  applies  pressure  to  the  advancing  head,  with  the  fin- 
gers in  the  shape  of  a  cone.  HohP  grasps  the  occiput  with 
the  hand,  the  thumb  above  and  the  fingers  below,  thus  hold- 
ing back  the  head  during  a  pain. 

2.  Methods  which  aim  at  protection  chiefly  by  applying, 

'  Am.  Jour.  Med.  Sciences,  ISYl,  p.  55.        '  Lectures  on  Midwifery,  p.  366. 

'  Chicago  Med.  and  Surg.  Exam.  ■*  London  Lancet,  1884,  p.  202. 

*  Grundriss  der  Geburtshiil/e. 
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direct  to  the  perineum,  some  artificial  means  of  support.  As 
supporters  of  this  practice  may  be  mentioned  Robert  Barnes,* 
who  applies  the  palm  of  the  hand,  so  spread  out  as  to  rest  upon 
the  coccyx  behind,  and  upon  the  pelvic  floor,  at  the  same  time 
pushing  up  the  skin  from  adjacent  parts  toward  the  fourchette. 
Playfair'^  places  the  hand  upon  the  perineum,  with  the  thumb 
on  one  side  of  the  vulva  and  the  index-finger  on  the  other 
side,  for  the  purpose  of  pushing  the  perineum  forward,  with  a 
view  to  relaxation  rather  than  support,  although  the  latter  is 
aimed  at  as  a  minor  measure.  Ramsbotham,^  resting  his  elbow 
upon  the  bed,  placed  his  hand  against  the  perineum.  Gooch 
placed  the  palm  firmly  against  the  perineum.  Gardner's* 
method  is  the  same  as  Playf  air's,  but  with  a  view  to  support, 
not  relaxation.  Baudelocque  ^  firmly  supported  with  the  palm 
of  the  hand  during  a  pain,  and  attempted  forcible  dilatation 
of  the  vulvar  outlet  during  an  interval.  Garrigues  ®  makes 
moderate  pressure  with  the  flat  hand,  so  that  the  fold  be- 
between  the  thumb  and  finger  rests  upon  the  posterior  com- 
missure. Niemeyer'  recommends  pressure  on  the  perineum 
in  the  direction  of  the  axis  of  the  inferior  strait,  more,  how- 
ever, with  a  view  to  extension  of  the  head  than  of  direct 
support.  Meigs  applied  palmar  pressure,  with  a  folded 
towel  intervening.  Cazeaux,^  in  the  early  edition,  says : 
"  Press  the  whole  perineal  surface  equaUy,  and  with  a  mod- 
erate degree  of  force,  by  the  palmar  face  of  the  hand."  In 
the  last  (Tth)  edition  ^  the  views  of  Goodell  are  commended, 
both  by  Tarnier  and  Dr.  Hess,  the  American  editor.  Yel- 
peau^°  advised  that  the  hands  should  be  so  placed  that  the 
radial  side  of  the  forefinger  is  in  relation  with  the  four- 

'  System  of  Obsiet.  Med.  and  Surg.,  p.  431. 

«  System  of  Midwifery,  1880,  p.  281. 

'  System  of  Obstet.,  p.  151. 

*  Tyler  Smith's  Lecturer  on  Midwifery,  p.  365. 

"  Midwifery,  edited  by  Dewees,  1823,  p.  217. 

6  Am.  Jour,  of  Obstet.,  1880,  p.  241. 

T  Brit.  Med.  Jour.,  1861. 

8  TJieorelical  and  Practical  Midwifery,  1811,  p.  678. 

9  Theory  and  Practice  of  Obstet.,  1884,  p.  680. 
«>  Manual  of  Midwifery,  1831,  p.  348. 
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chette.  Glisan  ^  applies  the  palm  of  the  hand  direct  to  the 
perineum  during  a  pain.  Collins  ^  did  the  same,  except  that 
he  used  a  soft  intervening  cloth. 

3.  Methods  of  support  which  combine  the  two  classes 
above  named,  in  that  they  endeavor  to  retard  the  head,  and 
at  the  same  time  afford  direct  support  to  the  perineum. 

Dr.  Theophilus  Parvin  ^  advocated,  in  a  paper  before  this 
Society  in  1882,  a  combined  method  by  applying  the  concave 
palm  of  the  right  hand  to  the  convexity  of  the  bulged  peri- 
neum, while  the  left  hand,  passed  over  the  right  thigh,  grasps 
the  head  and  retards  or  directs  it  at  will. 

Chailly  *  placed  the  patient  on  her  back  and  passed  his 
right  arm  under  her  right  thigh,  and  pressed  his  palm  on  the 
perineum,  with  the  radial  border  of  the  index-linger  upon  the 
outer  border  of  the  perineum,  and  the  thumb  extended  on 
the  right  thigh.  He  at  the  same  time  placed  his  left  arm 
over  the  thigh,  with  the  fingers  upon  the  vertex,  for  retarda- 
tion and  support.     This  is  called  the  Vienna  method. 

Schroder^  advises  pressure  upon  the  head,  through  the 
perineum,  with  the  ball  of  the  thumb  or  the  fingers,  for  both 
support  and  retardation. 

McGaughey  ®  uses  the  right  hand  to  support  the  peri- 
neum by  placing  the  palm  on  the  center  of  that  body,  with 
the  fourchette  between  the  thumb  and  forefinger,  while  the 
left  hand  is  placed  over  the  thigh,  with  its  palm  upon  the 
head  and  the  fingers  touching  the  anterior  thinned  edge  of 
the  perineum,  to  hold  back  the  head  and  at  the  same  time  to 
direct  it  forward. 

Lusk'  gives  direct  pressure  with  the  flat  hand  to  the  peri- 
neum in  cases  where  central  perforation  seems  imminent,  and 
where  there  is  defective  elasticity  he  passes  the  left  hand 

>  Text-BooTc  of  Modem  Midwifery,  1881,  p.  397. 
'  Treatise  on  Midwifery,  1841,  p  10. 
»  Tram.  Am.  Gyn.  Sec,  1882,  p.  145. 

*  System  of  Obstet.,  1844,  p.  210. 

'  Manual  of  Midwifery,  1818,  p.  93. 

*  Am.  Jour.  Obstet.,  toI.  xvii,  p.  580, 

'  New  York  Med.  Jour.,  1880,  yoI.  xxiii,  p.  695. 
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between  the  tliighs  and  presses  the  head  forward  and  in- 
ward, at  the  same  time  preventing  undue  extension  by  press- 
ing backward  through  the  perineum  with  the  disengaged  hand. 
Hodge  ^  taught  that  the  accoucheur  should  place  the  fin- 
gers over  the  posterior  commissure  of  the  vulva,  so  as  to  give 
it  a  firm  support ;  at  the  same  time  the  fingers  of  the  other 
hand,  upon  the  occiput,  may  prevent  any  sudden  exit  of  the 
head. 

4.  Again,  there  are  those  who,  following  neither  of  the 
above  methods  of  perineal  protection,  yet  try  to  accomphsh 
the  same  result  by  means  of  forcible  dilatation  of  the  vulvar 
and  vaginal  outlets  with  the  finger,  at  the  same  time  prac- 
ticing a  process  of  enucleation. 

Notably  among  these  are  Kitgen,  Ahlfeld,^  Olshausen,^ 
Duke,*  and  Smellie.^ 

5.  In  this  class  we  place  ejplsioiomy  as  a  preventive 
means  of  treatment.  Although  strongly  urged  by  high  au- 
thority, it  is  probably  not  adopted  by  anybody  to  the  entire 
exclusion  of  all  other  means  of  prevention,  and  is  chiefiy  re- 
tained as  a  dernier  ressort  in  cases  of  extreme  peril. 

Everybody  has  seen  deliveries  occur  where  it  seemed  im- 
possible without  tearing  the  perineum  ;  and  to  determine 
what  cases  demand  this  operation  is  absolutely  impossible. 
Indeed,  nothing  more  clearly  proves  the  truth  of  that  apho- 
rism of  Victor  Hugo,  "  There  is  nothing  so  possible  as  the 
impossible."  Nevertheless,  there  may  be  eases  where  lacera- 
tion is  so  imminent  that  we  are  warranted  in  selectino:  the 
site  of  the  apparently  inevitable  laceration  and  doing  episi- 
otomy.  This  practice  has  found  able  followers  in  Sir 
James  Simpson,"  Cazeaux,''  Tyler  Smith,^  Chailly-Honore,^ 
Schroder,^"  Thomas  More  Madden,"  Fordyce  Barker,^^  Anna 
E.  Broomal,^^  and  Manton,^* 

1  PHn.  and  Prac.  of  Obsiet.,  1864,  p.  192.     »  Goodell,  loc.  cil.     «  Goodell,  loc.  eit. 

*  Med.  Press  and  Circ,  London,  1880,  p.  431.  «  Treatise  on  Midwifery. 

»  Ohstet.  Works.  f  Loc.  cit.  »  Loc.  cit. 

9  Traite  pratique  de  Part  des  accouchements,  1867.  '»  Loc.  cit. 

"  Am.  Jour.  Obst.,  1872.  "  Puerperal  Diseases. 

"  Am.  Jour.  Obst.,  toL  xi,  p.  517.  "  Am.  Jmr.  Obsi.,  March,  1885. 
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6.  The  last,  and  numerically  least,  includes  those  total 
perineal  abstainers  who  let  this  structure  religiously  alone. 
This  practice  finds  high  authority  in  the  writings  of  Leish- 
man  ^  and  Hewitt.^ 

It  will  thus  be  seen  that  by  far  the  greater  number  of 
the  authorities  believe  in  some  method  of  preservation,  and 
that  methods  which  combine  judicious  perineal  support  with 
simultaneous  retardation  of  the  head  seem  to  meet  with  most 
favor.  The  method  now  to  be  described  and  recommended 
properly  comes  under  the  class  combining  perineal  support 
and  control  of  the  head. 

Several  years  ago  I  adopted  this  method,  which  has  been 
so  generally  successful  in  my  hands  that  I  believed  it  my  duty 
to  call  the  attention  of  the  profession  to  it.  Accordingly,  in 
the  winter  of  1881,  I  illustrated  this  method  upon  the  mani- 
kin before  the  Cincinnati  Academy  of  Medicine,  and  a  brief 
report  of  it  was  published  at  the  time  in  the  Lancet  and 
Clinic  under  the  proceedings  of  the  Academy. 

I  now  beg  leave  to  submit  an  account  of  the  method,  with 
illustrations,  to  this  Society,  in  order  to  secure  for  it  a  more 
general  distribution  and  to  solicit  your  opinions  and  criti- 
cisms. 

I  have  for  several  years  employed  this  method  at  the 
obstetric  clinics  before  the  classes  of  the  Medical  College  of 
Ohio,  as  well  as  in  my  private  practice,  and  I  am  persuaded 
that  by  its  use  I  have  saved  many  perinea  which,  under  any 
other  procedure  that  I  had  formerly  practiced,  would  have 
been  lacerated.  This  method,  for  obvious  reasons,  is  not 
recommended  in  all  cases,  but  only  in  primiparse  or  other 
subjects  where  the  structures  are  likely  to  be  greatly  im- 
periled. 

I  usually  allow  the  parturient  woman  to  take  a  lateral  or 
dorsal  decubitus,  at  pleasure,  during  the  early  part  of  the 
second  stage  of  labor,  and  in  cases  of  primiparse  I  do  not 
even  insist  upon  the  patient  lying  down  at  all  at  this  time. 
However,  when  the  head  begins  to  bulge  the  perineum,  and 

'  System  of  Midwifery,  1879,  p.  268.  »  Brit.  Med.  Jour.,  1860. 
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its  distention  is  such  as  to  indicate  peril  to  its  attenuated 
structures,  I  place  the  patient  on  her  back  across  the  bed, 
with  her  nates  brought  to  its  verge,  and  take  my  seat  at 
easy  distance  for  the  necessary  manipulations  incumbent  upon 
the  accoucheur ;  then  the  thighs  are  flexed  upon  the  abdo- 
men, and  the  legs  upon  the  thighs,  with  the  knees  brought 
close  together.  The  limbs  are  held  in  this  position  by  two 
assistants — the  nurse  and  husband,  or  such  other  persons  as 
may  be  present,  for  especial  skill  is  not  essential. 

These  assistants  may  each  sit  on  the  edge  of  the  bed, 
with  their  backs  toward  the  patient's  head,  or,  in  case  a  nar- 
row bed  can  be  secured,  they  may  take  positions  on  the  op- 
posite side  of  the  bed  from  the  accoucheur,  which  is  prefera- 
ble, for  in  this  position  they  can  with  ease  make  the  necessary 
traction  on  the  towel  or  bandage  hereafter  to  be  mentioned. 

These  assistants  are  then  given  opposite  ends  of  a  towel 
or  bandage  of  linen,  about  ten  inches  wide  and  forty  to  fifty 
inches  long,  which  is  carried  around  the  buttocks  and  spread 
out  smoothly,  with  its  anterior  or  upper  edge  on  a  level  with 
the  fourchette.  They  are  then  instructed  to  make  traction, 
during  the  pains,  in  such  amount,  in  such  direction,  and  with 
such  part  of  the  bandage  as  the  accoucheur  may  direct.  The 
direction  of  traction  may  be  varied  at  will  from  a  downward 
and  backward  to  an  upward  and  forward  movement. 

The  following  anatomical  and  mechanical  reasons  may 
be  given  in  support  of  this  method  of  perineal  preservation  : 

The  recent  investigations  of  Eanney,^  D.  Berry  Hart,'^  and 
Savage  ^  tend  to  overthrow  the  prevailing  views  concerning 
the  muscles  of  the  perineum. 

It  has  been  very  generally  held  that  the  vagina  had  a 
proper  sphincter,  which  was  in  relation  with  the  sphincter 
ani  by  a  figure-of-eight  continuation,  and  that  there  was  just 
back  of  the  fossa  navicularis  a  muscular  commissure  in  the 
center  of  the  floor  of  the  perineal  body,  which  also  gave  at- 
tachment to  the  transversi  perinei  muscles.     It  now  seems 

'  N,  Y.  Med.  Jour.,  1882.  »  Atlas  of  Female  Pelvic  Anat.,  plate  xix. 

•  Papers  on  the  Female  Perineum. 
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well  established  tliat  there  is  no  such  fortunate  decussation 
just  behind  the  fourchette,  for  if  there  were  this  would  be 
the  strongest  point  of  the  perineujn,  and  not  the  weakest,  as 
is  shown  by  the  clinical  evidence  of  its  frequent  rupture  at 
this  point. 


'^''^i&^^^^M//''^" 


Fig.  1,    (Feom  Qtjain,  ninth  edition.) 

A,  sphincter  vaginae  witli  muscular  decussation,  ■with  muscle  of  opposite  side  at  B. 

C,  sphincter  ani,  related  to  sphincter  vaginae  by  a  figure-of-8  arrangement. 

D,  transversus-perinei  muscle,  -whose  inner  end  or  insertion  is  said  to  be  too  far 

forward  in  this  figure,  according  to  the  text  in  Quain. 

E,  levatbr-ani  muscle. 

If  this  central  point  were  thus  strengthened  by  a  crossing 
of  fibers  from  each  side  of  the  vagina,  a  laceration  here  would 
require  the  transverse  rupture  of  nearly  twice  as  many  fibers 
as  a  lateral  laceration  farther  forward,  where,  indeed,  the 
pressure  of  the  occiput,  as  shown  clinically  by  Matthews 
Duncan,^  would  be  most  lil^ely  to  cause  the  rupture,  other 
things  being  equal.  The  firm  submucous  band  felt  during 
parturition  at  the  ostium  vaginae,  as  pointed  out  by  Sir  James 
Simpson,  and  usually  called  the  constrictor  cunni,  constrictor 
vaginae,  and  sphincter  vaginae,  was  supposed  to  be  an  ellip- 
tical muscular  ring,  whose  fibers  were  continuous  behind  the 

»  Op.  cit. 
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fossa  navicularis.  This  arrangement  of  the  mnscles  is  taught 
in  the  ninth  edition  of  Quain's  "  Anatomy,"  ^  of  1882,  and 
by  nearly  all  preceding  works  on  the  subject. 

D.  Berry  Hart  shows  such  a  view  to  have  been  greatly  in 
error,  for,  first,  the  transversi  muscles  run  markedly  backward 
and  meet  each  other  at  quite  an  acute  angle  in  the  perineal 
body ;  and,  second,  the  sphincter  vaginse  is  not  a  sphincter  at 
all,  but  simply  the  median  portions  of  the  two  halves  of  the 
levator  ani,  as  they  spread  apart  to  allow  the  exit  of  the 


Fio.  2.     (From  Savage.) 

A,  pubo-coccygeus  muscle,  constituting  what  is  usually  meant  by  the  sphincter 

vaginae,  here  shown,  not  even  meeting,  much  less  decussating,  with  its  fellow 
of  the  opposite  side. 

B,  transversus  perinei,  shown  directly  continuous  with  its  fellow  of  the  opposite 

side,  at  right  angles  to  the  conjugate  axis  of  the  perineum. 

C,  levator-ani  muscle. 

urethra  and  vagina,  and  these  parts  of  the  levator  ani  are 
called  the  pubo  coccygeus  by  Savage.'^  This  view  of  the 
muscular  arrangement  is  sustained  by  Kanney,^  and  illus- 
trated in  the  last  edition  of  Cazeaux*  and  Tarnier.  The 
fibers  of  the  pubo-coccygei  portions  of  the  levator  ani  meet 
each  other  between  the  rectum  and  the  coccyx,  and  between 

•  Quain's  Anatomy,  vol.  i,  ninth  ed.,  p.  343.  *  Hart's  Atlas,  p.  39. 

'  Loc.  cit.  *  Loc.  eil. 
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the  anus  and  the  fourchette,  hut  do  not  cross  over  as  a  true 
sphincter.  Thus,  it  is  evident  that  a  median  laceration  is  not 
required  to  tear  any  muscular  fibers  transversely,  except  a 
few  of  the  transversi,  until  it  reaches  the  sphincter  ani,  and 
in  such  an  injury  the  skin  and  fasciae  only  are  torn,  while  the 
muscular  fibers  are  spread  apart  longitudinally. 


Fig.  3.    (From  Haet's  Atlas.) 
A,  pubo-coccygeus  portion  of  levator-ani  miiscle  meeting  the  corresponding  mus- 
cle of  the  opposite  side,  between  the  fourchette  and  anus. 
B^  transversus-perinei  muscle  meeting  its  fellow  at  an  acute  angle. 
(7,  levator-ani  muscle,  the  outer  lateral  continuation  of  the  pubo-coccygeus. 

Emmet,^  in  his  paper  before  this  Society,  two  years  ago, 
aptly  illustrated  the  muscular  lesion  in  laceration  when  he 
compared  it  to  the  drawing  aside  of  curtains,  and  the  ana- 
tomical relations  of  the  muscles  amply  bear  out  the  illustra- 
tion. 

The  distending  force  of  the  globular  head  in  parturition 
tends  to  spread  apart  these  muscular  curtains,  stretched  from 
the  pubes  to  the  coccyx,  and  would  doubtless  do  so  in  every 
case  were  it  not  for  the  obstacle  to  this  spreading  force 
afforded  by  the  overlying  integument  and  the  underlying 
fascia. 

'  Trans.  Am.  Gyn.  Soc,  1883. 
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Let  us  suppose  two  vertical  curtains,  whose  edges  are  in 
contact  below  and  slightly  separated  above,  then  any  attempt 
to  increase  the  separation  at  the  point  of  opening,  by  attempt- 
ing to  push  a  large  body  between  them,  will  manifestly  tend 
to  drive  them  apart  below.  ]N'ow,  if  these  be  stayed  at  the 
point  where  they  are  united  below,  by  other  curtains  before 
and  behind,  against  the  upper  edge  of  which  the  propelling 
force  is  partly  directed,  we  have  greatly  decreased  the  tend- 
ency to  separation. 

Suppose,  now,  we  apply  still  another  transverse  curtain 
over  these  two,  and,  in  addition,  make  such  direction  of  trac- 
tion upon  it  as  will  incline  these  vertical  curtains  toward  each 
other,  we  have  surely  diminished  the  probability  of  their 
separation.  In  this  method  of  support,  the  towel  properly 
applied  and  the  traction  skillfully  directed  play  the  part  of 
the  third  curtain  in  the  illustration,  and  answer  the  purpose 
of  a  supplemental  perineum  in  practice. 

The  flexion  of  the  limbs  lessens  the  violence  of  expul- 
sive pains  by  relaxing  the  abdominal  muscles.  This  position 
assumed  puts  the  femoral  extensors  on  the  stretch,  and  thus 
lends  assistance  by  dragging  on  the  perineum,  as  pointed  out 
by  Dr.  Chadwick,^  in  the  discussion  of  Dr.  Parvin's  paper 
before  this  Society,  three  years  ago,  thus  aiding  that  natural 
process  which  pushes  the  fourchette  downward  and  forward 
in  the  course  of  its  attenuation.  This  downward  and  forward 
movement  of  the  posterior  commissure  is  alluded  to  by 
Goodell  (as  quoted  elsewhere)  as  an  approximation  of  the 
fourchette  to  a  level  of  the  symphysis. 

The  same  precession  of  the  fourchette  is  well  shown  in 
the  diagram  (Fig.  63  of  Barnes's  "  System  of  Obstetric  Medi- 
cine and  Surgery  ").'^ 

By  keeping  the  limbs  close  together  in  this  position,  na- 
ture is  allowed  to  supply  tissue  from  the  neighboring  soft 
parts,  as  recommended  by  Seibold,^  and  more  recently  advo- 
cated, with  characteristic  discrimination,  by  Landis.* 

'  Trans.  Am.  Oyn.  Soc,  1882.  »  Op.  cit,  p,  154. 

*  D.  H.  Agnew,  Lacerations  of  Perineum.        *  N.  Y.  Med.  Rec,  vol.  xix,  p,  253, 
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Again,  when  tlie  head  is  bulging  the  perineum  to  its 
greatest  extent,  when  the  perineum  is  almost  translucent, 
there  are  no  lateral  sulci,  and  no  groove  between  the  four- 
chette  and  the  coccyx,  so  that  the  whole  perineum  is  convex, 
even  hemispherical,  the  curve  extending  from  one  gluteal 


Fig.  4.  (From  Barnes.) 
Here  the  distance  from  A  to  F,  the  anus  to  the  fourchette,  is  greater  than  the  dis- 
tance from  B  to  A,  the  coccyx  to  the  anus,  while  normally  the  latter  is  only 
about  half  the  former,  thus  showing  the  elongation  of  the  perineum.  This 
elongation  and  the  bending  backward  of  the  coccyx  contribute  to  the  hemis- 
pherical shape  of  the  perineum  noticed  in  parturition, 

eminence  to  the  other,  and  from  the  fourchette  to  the  coccyx ; 
and  the  towel  or  bandage  is  in  contact  with  every  part,  and 
affords  equal  elastic  and  resilient  support  throughout.  It 
retards  the  head,  at  the  will  of  the  accoucheur,  by  varying 
the  amount  and  direction  of  traction  on  the  towel. 

Sawyer  ^  has  well  shown  that,  since  the  pubo-frontal  is 
less  than  the  pubo-mental  diameter,  the  head  should  pass  the 
vulva  with  the  pubo-frontal  diameter  presenting,  which  con- 
dition is  only  secured  by  maintaining  flexion. 

*  Loc.  cit. 


^ 
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By  the  method  under  consideration,  if  ^ft^n^^ion  be 
made  on  the  anterior  zone  of  the  towel,  the  sin^ut  ^^Jield 
back  and  flexion  is  retained.    This  plan  exerts  com^^^e 


trol  of  the  direction  of  the  head,  and  does  not  interfer^/^tf^  , 
the  use  of  the  forceps,  or  the  employment  of  episiotomy/^    ^- 

Garrigues^  has  called  attention  to  the  fact  that,  in  ordigp  ^ 
to  get  the  greatest  diameter  of  the  vulvar  outlet,  it  should  be 
as  nearly  as  possible  at  right  angles  to  the  axis  of  exit  of  the 
parturient  canal.  This  relation  is  more  nearly  attained  when 
the  posterior  commissure  is  on  a  lower  level  with  respect  to 
the  woman's  vertical  axis  than  the  pubic  arch,  and  at  the 
same  time  advanced  toward  the  vertical  plane  of  the  pubes ; 
and  this  method  tends  to  this  condition  by  making  the  direc- 
tion of  traction  upward  and  forward.  This  substantially 
secures  the  same  end  that  is  reached  in  hooking  the  perineum 
downward  and  forward,  by  Goodell's  method,  thus  making 
the  fourchette  "  to  approximate  the  level  of  the  symphysis," 
as  he  expresses  it,  while  danger  of  injury  to  the  rectum,  oc- 
casioned by  the  presence  of  the  fingers,  is  avoided,  which  is  a 
consideration  of  no  little  moment.  Since  the  support  is  so 
equally  distributed,  there  is  not  that  perilous  excitation  of 
expulsive  efforts  through  reflex  stimulation,  as  pointed  out 
by  Tyler  Smith,  that  is  caused  by  the  localized,  partial,  and 
unequal  pressure  made  by  the  bare  hand.  The  patient  need 
not  be  exposed  more  than  in  any  other  method,  for  the  limbs 
and  abdomen  may  be  covered  with  a  sheet,  and  the  perineum, 
in  cases  where  it  is  in  peril,  should  always  be  under  the  eye 
of  the  accoucheur,  whatever  method  of  protection  may  be 
employed.  The  support  affords  comfort  to  the  woman,  and 
it  is  unusual  for  objection  to  be  made  to  the  position. 

Since,  as  is  well  known,  injury  to  the  perineum  is  quite 
as  often  inflicted  by  the  shoulder  as  by  the  head,  the  support 
should  be  continued  until  the  shoulder  has  escaped  the  vulvar 
opening.  However,  if  the  perineum  has  escaped  rupture  in 
any  case,  after  birth  of  the  head,  distention  is  now  generally 
BO  complete  as  to  allow  delivery  of  the  shoulder  without  in- 

'  Am.  Jour.  Obst.,  1880,  p.  241. 
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jury  to  these  parts,  provided  they  be  guarded  by  the  accou- 
cheur placing  a  finger  of  .the  same  hand  on  either  side  of  the 
shoulder,  and  thus  protecting  the  perineum. 

It  may  be  further  stated  that  the  method  proposed  in 
this  paper  can  be  employed  with  the  greatest  facility  in  cases 
where  it  may  be  proper  to  aid  delivery  by  the  forceps.  I 
have  repeatedly  aided  in  holding  thQ  supporting  towel  with 
my  left  hand,  at  the  same  time  with  the  right  grasping  the 
forceps  for  traction,  direction,  or  retardation  of  the  head,  as 
may  be  indicated. 

Finally,  my  clinical  experience  with  the  method  here  ad- 
vocated warrants  me  in  confidently  commending  it.  But,  to 
succeed  with  it,  requires  a  thorough  comprehension  of  the 
principles  upon  which  it  acts,  and  most  faithful  painstaking 
in  every  detail  of  its  execution. 

As  already  stated,  no  method  will  be  successful  in  all 
cases. 

Should  rupture  occur,  the  immediate  operation  for  repair 
shoidd  be  resorted  to.  Every  man  who  assumes  the  office  of 
accoucheur  should  be  prepared  for  the  immediate  operation, 
and  thoroughly  competent  to  perform  it. 

The  strong  reasons  in  its  favor  can  not  be  too  frequently 
stated. 

1.  When  done  at  once,  the  pain  inflicted  is  very  trifling. 

2.  If  well  done,  complete  union  will  generally  be  secured. 

3.  The  dangers  of  hemorrhage,  sepsis,  and  other  serious 
evils  will  be  averted,  or  at  least  much  lessened. 

4.  The  remote  evil  consequences  of  the  injury  to  the 
patient,  including  surgical  repair,  will  be  avoided. 

These  opinions  are  expressed,  not  in  a  spirit  of  dogma- 
tism, but  with  no  less  reserve  because  of  an  article,  which  has 
recently  had  wide  circulation,  from  the  pen  of  a  surgeon  and 
author  of  deservedly  high  reputation,  in  which  article  views 
directly  opposed  are  expressed. 

The  fallacy  and  danger  of  delay  in  the  work  of  repair 
can  not  be  too  clearly  pointed  out,  nor  too  positively  con- 
demned. 
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DISCUSSION. 

Db.  T.  a.  Emmet,  of  New  York, — I  have  nothing  to  say 
with  regard  to  the  support  the  doctor  speaks  of,  but  I  wish 
briefly  to  describe  my  views  with  reference  to  the  operation, 
and  as  to  the  portion  of  tissue  which  I  think  is  injured  when 
we  have  the  condition  called  rupture  of  the  perineum.  In  gen- 
eral terms,  I  hold  that  the  perineal  body  is  not  ruptured  with- 
out the  sphincter  ani  is.  But,  in  the  first  place,  we  should  de- 
fine what  the  perineum  is.  If  we  limit  it  to  the  muscular 
structure  in  front  of  the  curve  of  the  rectum,  I  would  say  that 
is  true,  and  that  when  it  is  torn  this  muscular  structure  is  torn. 
Unfortunately,  however,  we  have  been  taught  that  the  perineal 
body  means  a  mass  of  fat  in  front  which  has  nothing  to  do 
with  the  perineum.  It  is  the  muscular  structure  in  front  of 
the  curve  of  the  rectum  which  we  should  call  the  perineum. 
Now,  the  idea  which  I  have  is  this  :  As  the  head  comes  down 
under  the  pubes  and  places  the  perineum  upon  the  stretch,  the 
common  injury  is  a  transverse  tear  at  the  insertion  of  the 
vagina  into  the  muscular  barrier  at  the  outlet,  which  is  pushed 
ahead  as  the  rectal  surface  is  forced  backward,  and  the  tear  is 
directly  behind  or  within  the  entrance  to  the  vagina  ;  in  other 
words,  if  I  put  my  finger  through  the  entrance  into  the  vagina, 
and  with  a  cutting  instrument  should  loosen  the  tissues  in  the 
same  direction  from  the  rectal  wall,  I  should  cause  a  rectocele 
as  soon  as  the  connective  tissue  of  the  pelvis  retracted.  We 
have  the  fascia  here  coming  down  from  the  superior  strait 
along  both  sides  of  the  vagina,  forming  the  sulci,  and  through 
the  traction  of  the  connective  tissue  of  the  pelvis  attached  to 
it  the  two  sides  of  the  vagina  are  kept  in  close  contact  in  the 
same  manner  as  lateral  traction  upon  an  elastic  tube  would 
bring  the  sides  in  contact.  This  fascia  which  thus  comes  from 
the  superior  strait  alongside  of  the  vagina  is  reflected  upon 
the  front  and  back  of  all  the  muscles  at  the  vaginal  outlet ;  and 
as  soon  as  a  tear  takes  place,  so  that  the  fascia  is  separated 
where  it  is  reflected  from  the  side  of  the  vagina,  a  portion  of 
the  posterior  wall  of  the  canal  will  have  been  separated  from 
the  muscular  barrier  like  a  partial  pulling  of  a  stove-pipe  out  of 
the  opening  in  the  wall,  and  the  connective  tissue  of  the  pelvis 
11 
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will  retract  the  fascia,  so  that  these  muscles,  being  no  longer 
supported,  are  drawn  aside  or  backward,  so  that  the  injury, 
which  is  apparently  extensive,  is  simply  a  dropping  away  or  a 
rolling  out  of  the  tissues. 

That  the  perineum  gives  no  support  to  the  pelvic  organs  is 
proved  by  one  simple  fact.  When  the  sphincter  ani  is  torn 
through,  there  is  a  condition  in  which  the  entire  extent  of  the 
perineum  is  torn  ;  and  yet  who  ever  found,  a  woman  suffering 
from  a  want  of  support  in  consequence  of  this  injury?  The 
perineum  gives  support  simply  to  the  rectal  wall,  in  keeping 
its  curve  from  encroaching  upon  the  vagina,  and,  as  soon  as 
this  support  is  lost,  we  have  a  rectocele  formed.  As  soon  as 
the  connection  of  the  fascia  on  the  side  is  separated,  it  is  re- 
tracted by  the  connective  tissue  of  the  pelvis,  and  the  posterior 
wall  is  thrown  into  a  rectocele  for  want  of  its  support.  Then 
the  woman  suffers  from  inconvenience  in  walking  about ;  not 
from  want  of  perineal  support  to  the  uterus,  but  from  a  lack  of 
support  to  the  blood-vessels,  which  become  overdistended  with 
blood  and  produce  the  suffering  complained  of.  It  is  only  as 
a  secondary  result  from  this  accumulation  of  blood  that  the 
uterus  in  time  becomes  retroverted  and  prolapsed. 

It  is  impossible  by  a  diagram  to  describe  the  appearance 
which  this  injury  presents  ;  but,  if  any  one  will  take  the  pains 
to  examine,  he  will  find  just  at  the  entrance  to  the  vagina  a 
transverse  scar  which  shows  where  the  tissues  have  become 
separated.  Now,  the  oj^eration  consists  in  sewing  together  the 
separated  parts,  as  shown  by  the  scar,  of  the  posterior  wall  of 
the  vagina,  or  rectocele,  to  the  inner  face  of  the  vaginal  outlet, 
and  this  line  of  union  takes  the  form  of  a  crescent,  with  each 
horn  running  into  the  sulcus  on  the  side.  (Demonstrated  upon 
the  blackboard.) 

As  to  the  subject  proper  of  the  paper,  I  will  leave  that  to 
the  other  members,  as  I  have  nothing  to  do  with  it. 

I  would  like  to  ask  for  the  experience  of  some  of  the  mem- 
bers in  the  performance  of  this  operation. 

Dr.  W.  H.  Baker,  of  Boston. — I  have  performed  Dr.  Em- 
met's operation  repeatedly  since  he  was  kind  enough  to  demon- 
strate it  to  me  in  the  Woman's  Hospital,  and  have  been  able, 
in  nearly  every  instance  since  that  time,  to  find  such  a  scar  as 
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he  has  spoken  of  just  behind  the  sphincter  muscle  on  the  wall 
of  the  recto-vaginal  septum,  upon  one  or  the  other  side,  extend- 
ing upon  the  lateral  surface  of  the  vagina.  In  many  instances 
of  rupture  the  injury  has  been  done  to  one  side  exclusively, 
and  in  such  cases  my  operation  has  been  limited  to  that  side 
with  very  satisfactory  results.  I  regard  the  operation  as  a  very 
great  improvement  on  the  old  perineal  operation.  So  far  as 
demonstrating  where  the  tear  occurs,  it  seems  to  show  that 
very  decidedly. 

Dr.  H.  p.  C.  WiLSOisr,  of  Baltimore. — I  had  hoped  that  Dr. 
Reamy's  remarks  would  have  called  out  some  of  the  Fellows 
who  have  studied  the  subject  more  thoroughly  than  I  have  ; 
but  it  struck  me  that  Dr.  Reamy's  paper  was  a  most  practical 
one.  It  was  a  paper  which  impressed  me  very  forcibly.  Cer- 
tainly his  mode  of  supporting  the  perineum  is  a  rational  one. 
It  has  one  great  advantage,  and  that  is,  it  sets  the  physician 
free  to  watch  the  case  as  it  progresses,  and  to  manipulate  with- 
out embarrassment.  I  hope  the  paper  will  be  discussed,  and  I 
feel  disposed  to  put  the  plan  in  operation.  There  seems  to  be 
no  fixed  plan  for  supporting  the  perineum  ;  we  all  agree  that 
there  should  be  some  support  given  to  this  part  during  labor. 

Dr.  M.  D,  Mann,  of  Buffalo.— With  regard  to  Dr.  Emmet's 
operation,  I  must  confess  that  when  I  heard  his  paper  I  was  at 
a  loss  to  understand  his  method  ;  but  I  received  an  exposition  of 
it  at  the  Woman's  Hospital  in  New  York,  and  went  home  and 
performed  the  operation  at  once,  and  have  done  it  since  a  num- 
ber of  times  with  great  satisfaction.  Although  there  are  a 
good  many  cases  of  this  kind,  there  are  injuries  which  take 
place  in  a  way  different  from  that  which  he  has  described,  and, 
therefore,  it  will  not  do  to  apply  it  in  every  case.  In  some 
cases  there  is  no  tendency  to  rectocele,  but  a  direct  tear  of  that 
portion  of  the  structure  which  exists  in  front  of  the  rectum 
down  to  the  sphincter  ani.  In  these  cases  Dr.  Emmet's  opera- 
tion can  not  be  performed,  as  there  is  no  stretching  of  the  parts 
above  to  permit  us  to  make  the  crescentic  incision.  The  older 
operation  must  be  performed  here,  taking  in  only  the  mucous 
membrane,  and  not  the  skin  ;  simply  restoring  the  tissues  which 
have  been  torn,  and  not  sewing  the  edges  of  the  vulva  together, 
as  was  done  for  so  many  years. 
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It  seems  to  ine  that  the  plan  of  supporting  the  perineum 
described  by  Dr.  Reamy  is  a  very  good  one  in  a  certain  pro- 
portion of  cases,  but  I  am  sure  I  have  seen  cases  where  it  would 
be  entirely  impracticable.  The  worst  cases  of  rupture  of  the 
perineum  which  I  have  seen  have  occurred  in  women  who,  at 
the  moment  of  expulsion  of  the  head,  threw  themselves  across 
the  bed,  tore  themselves  away  from  the  accoucheur,  and  the  head 
was  delivered  unsupported.  Of  coui'se,  in  these  cases  the  ap- 
plication of  this  method  would  be  entirely  impracticable,  al- 
though that  could  be  obviated,  perhaps,  by  the  use  of  chloroform. 
These  are  the  only  cases  in  which  I  have  seen  bad  rupture  of 
the  perineum.  Where  I  have  had  the  opportunity  of  deliver- 
ing the  head  in  my  own  time  I  have  not  seen  bad  ruptures  occur. 

Another  objection  might  be  urged  to  the  method,  and  that 
is,  it  requires  so  many  assistants.  Sometimes  we  can  not  get 
two  assistants.  These  points  occur  to  me,  and  I  simply  men- 
tion them,  although  I  do  not  know  that  they  are  of  any  special 
significance. 

Dk.  Joseph  Taber  Johnsok,  of  Washington. — With  refer- 
ence to  this  particular  method  of  supporting  the  perineum  I 
have  had  no  experience.  I  will  simply  refer  to  one  point  in 
connection  with  the  general  subject,  and  that  is  with  regard  to 
supporting  the  perineum  at  all.  It  will  be  remembered  that 
Dr.  Reamy  described  the  various  methods  of  support  recom- 
mended by  numerous  authors.  The  great  number  which  he 
gave  was  quite  striking,  and  nearly  every  form  of  support  re- 
ferred to  differed  from  that  recommended  by  others,  and  from 
the  form  which  he  recommended  ;  yet,  he  says,  there  is  no  form 
of  support  which  is  perfect,  and  that  rupture  will  occur  occa- 
sionally. Some  time  ago  I  studied  this  subject  somewhat,  and 
ascertained,  as  far  as  possible,  what  the  results  had  been  among 
those  who  had  had  extensive  experience  in  midwifery  practice, 
and  from  that  investigation  it  became  apparent  that  more  rup- 
tures occurred  in  the  practice  of  those  who  supported  the  peri- 
neum than  in  the  practice  of  midwives  who  did  not  support 
the  perineum  at  all.  I  believe  that  it  occurs  in  the  practice  of 
all  physicians  and  with  all  methods  of  support.  The  method 
recommended  by  Ramsbotham  and  others,  who  advise  the 
physician  to  sit  patiently,  with  the  hand  pressing  against  the 


discussion:  165 

permeum  for  a  long  time,  I  think  is  harmful.  I  believe  that 
the  heat  of  the  perineum  produced  by  this  long  continued 
manual  pressure,  sometimes  causes,  by  reflex  action,  greater 
force  to  the  pains  than  would  occur  if  no  support  was  ren- 
dered. Besides,  I  found,  in  the  course  of  my  study  of  the 
subject,  that  negresses  do  not  practice  supporting  the  perineum, 
and  that  rupture  among  them  is  rare.  "Whether  these  different 
forms  of  support  do  not  have  something  to  do  with  irritating 
the  perineum,  and  cause  the  expulsive  efforts  to  be  more  violent 
and  paroxysmal  than  would  occur  without  any  support,  is  a 
point  which  I  suggest  for  discussion  by  Dr.  Reamy  in  his  clos- 
ing remarks. 

There  is  another  point  in  the  paper  which  I  wish  to  com- 
mend, and  that  is  the  treatment  in  cases  where  rupture  has 
taken  place — namely,  the  sewing  up  of  the  laceration  at  once. 
Instead  of  being  reticent  concerning  the  accident,  as  a  great 
many  practitioners  are,  especially  the  young  men,  I  believe  that 
we  should  examine  all  cases,  and,  if  a  laceration  be  found,  we 
should  sew  it  up  at  once,  bringing  the  parts  into  such  close 
apposition  as  to  secure  immediate  union,  and  thus  prevent  both 
sepsis  and  a  secondary  operation. 

De.  J.  P.  Retxolds,  of  Boston. — I  have  listened  with 
pleasure  to  the  remarks  which  have  been  made  in  the  course 
of  the  discussion,  and  I  am  anxious  to  offer  one  or  two  sug- 
gestions. I  can  not  see  how  the  report  of  women  that  they 
never  had  any  support  of  the  perineum,  and  that  the  perineum 
has  never  been  ruptured,  is  of  any  value.  Who  has  examined 
the  perineum  to  determine  whether  a  rupture  has  occurred  or 
not?  I  have  not  for  many  years  given  any  support  to  the 
perineum  except  that  which  causes  delay  of  the  advancing 
head,  and  I  have  not  been  able  to  see  that  any  better  results 
have  been  obtained  from  any  form  of  support  which  has  been 
practiced.  I  am  sure,  however,  that  we  all  meet  with  constant 
disappointments,  and  in  those  cases  of  bad  rupture  spoken  of 
by  Dr.  Mann  I  have  been  obliged  to  satisfy  my  gynecological 
friends  by  putting  in  from  one  to  three  sutures.  One  gentle- 
man speaks  with  reference  to  unmanageable  patients  in  the  last 
stage  of  labor,  but  I  venture  to  say  that,  with  the  knowledge 
we  now  have  of  anesthetics  in  labor,  those  cases  should  never 
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occur,  and  that  we  sbould  always  administer  an  anesthetic  to 
the  extent  of  keeping  any  given  woman  under  control.  But 
I  would  say  that  in  cases  whei-e  such  an  injury  is  anticipated, 
and  where,  under  circumstances  beyond  the  control  of  the 
physician,  an  anesthetic  can  not  be  administered,  the  woman 
should  be  held  firmly  down  to  prevent  the  occurrence  of  the 
accident.  With  regard  to  moderate  ruptures,  I  have  noticed 
that  one  German  writer  says  that  two  out  of  three  can  be  pre- 
vented by  posture  of  the  woman,  placing  her  in  the  dorsal  or 
lateral  positiou,  and  with  the  shoulders  supported  uison  the 
foot-board  of  the  bed  in  the  semi-kneeling  position,  and  that  in 
this  case  two  out  of  three  escape  rupture  without  supjjort  of 
the  perineum. 

A  point  has  been  brought  to  my  mind,  by  an  interesting 
series  of  inquiries  addressed  to  me  by  a  physician  of  Chicago, 
as  to  the  result  of  slow,  delayed,  moderately  severe  labors,  and 
labors  terminating  rapidly,  in  producing  this  accident.  I  think 
the  paper  to  which  I  refer  urges  the  possibility  of  preventing 
rupture  of  the  bag  of  waters  until  the  head  has  passed  the  vul- 
var opening. 

De.  IVIann,  of  Buffalo. — Dr.  Reynolds  speaks  of  the  neces- 
sity of  giving  chloroform  to  do  away  with  the  danger  of  rup- 
turing the  perineum.  I  mentioned,  I  think,  that  1  had  seen 
cases  of  rupture  where  they  gave  the  history  of  a  restless  pa- 
tient and  a  violent  effort,  forcing  the  head  through  instead  of 
over  the  perineum.  I  follow  the  method  adopted  by  Dr.  Chad- 
wick,  and  in  all  cases  of  primipara,  or  where  the  perineum  is 
rigid,  and  I  anticipate  or  fear  rupture,  I  always  practice  it, 
and  in  those  cases  it  is  not  necessary  to  give  chloroform. 

De.  Reynolds. — I  do  not  mean  to  say  that  I  should  be 
willing  for  any  person  to  suppose  that  I  administer  anesthetics 
for  the  purpose  of  saving  the  perineum. 

De.  James  R.  Chadwick,  of  Boston. — I  believe  I  took  the 
ground  some  years  ago  that  the  term  supporting  the  perineum 
is  a  misnomer  ;  there  is  no  such  thing  as  supporting  the  peri- 
neum. The  various  methods  described  are  operative  in  pre- 
venting rupture  of  the  perineum  only  in  so  far  as  they  retard 
the  advance  of  the  head.  I  can  not  see  how  placing  the  hand, 
or  a  towel,  or  anything  else,  so  as  to  stretch  it,  over  the  peri- 
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neum,  is  going  to  prevent  the  tissues  from  lacerating  which  lie 
between  it  and  the  head.  I  do  not  think  that  anything  outside 
will  prevent  the  perineum  from  being  stretched  to  the  extent 
of  permitting  the  head  to  escape.  But,  in  doing  what  is  called 
supporting  the  perineum,  men  do  retard  the  head,  and  give  the 
tissues  a  chance  to  stretch  and  avoid  tearing.  Believing  that 
that  is  the  real  end  to  be  accomplished,  my  entire  aim  in  con- 
ducting the  last  stage  of  labor  is  to  insure  slow  exit  of  the  head, 
and  I  never  allow  it  to  emerge  during  a  pain.  With  the  woman 
lying  upon  her  side,  and  with  my  arm  around  the  upper  thigh 
so  that  I  can  lock  my  fingers  of  that  hand  with  those  of  the 
other  over  the  perineum,  I  prevent  the  head  from  escaping  ; 
that  is,  all  I  aim  to  do  is  to  hold  back  the  head  during  a  pain. 
Sometimes  I  push  the  head  back  a  little,  sometimes  forward  a  lit- 
tle, sometimes  draw  the  perineum  back  a  little,  etc.,  until  the  tis- 
sues are  all  stretched  so  that  the  head  can  pass  without  rupture. 

Dr.  Ellwood  Wilsox,  of  Philadelphia.— I  have  employed 
all  the  methods  of  supporting  the  perineum  to  me  known,  but 
there  is  one  class  of  cases  to  which  I  might  direct  attention, 
and  that  is  where  the  submucous  tissues  are  separated  to  the 
extent  of  an  inch,  or  an  inch  and  a  half,  extending  up  the  vagina 
before  the  mucous  membrane  of  the  vagina  is  disturbed  at  all, 
and  before  the  head  has  distended  the  perineum  sufficiently  to 
produce  a  laceration.  In  those  cases  it  is  utterly  impossible  to 
prevent  laceration.  When  this  submucous  tissue  gives  way  a 
rent  must  necessarily  occur,  and  it  may  extend  through  the 
entire  perineal  body  to  the  outlet.  The  rent  takes  place  cen- 
trally, or  nearly  so,  rarely  involving  the  sphincter  ani ;  but  the 
tear  or  rent  running  to  the  right  or  left  side,  following  the 
course  of  this  muscle.  In  such  cases  it  is  impossible  to  support 
the  perineum  so  as  to  prevent  the  tear.  We  can  perhaps  prevent 
the  woman  from  bearing  down  by  the  administration  of  ether 
or  chloroform,  and  in  this  manner  save  a  portion  of  the  tissues. 
I  have  not  tried  Dr.  Reamy's  method,  but  I  can  not  see  that  it 
is  better  than  other  modes,  although  it  is  not  fair  to  criticise  it 
without  having  had  experience.  My  own  method  is  to  urge 
the  woman  not  to  bear  down  during  the  last  expulsive  pains, 
asking  her  to  open  her  mouth  and  pant. 

De.  Thad.  a.  Reamt.— I  hope  that  I  may  have  time  to 


168   PROTECTION  OF  PERINEUM  DURING  PARTURITION. 

briefly  reply  to  such  points  in  the  remarks  made  by  gentlemen 
as  may  seem  most  important.  May  I  be  pardoned  for  refer- 
ring to  them  in  the  order  that  they  occur  to  my  mind,  without 
following  the  order  in  which  they  were  made  ?  It  is  a  matter 
of  some  surprise  to  me  that  my  friend  Dr.  Chadwick  should  so 
strongly  criticise,  or  object  to,  the  word  support.  No  gentle- 
man present  knows  better  than  he  how  idiomatic  our  language 
is.  He  avers  that  the  term  support,  in  connection  with  the 
management  of  the  perineum,  is  a  misnomer.  Support  means 
succor,  preservation.  In  the  paper  I  used  the  terms  support, 
preservation,  and  protection,  synonymously.  I  do  not  care  to 
play  upon  words.  It  is  entirely  immaterial  whether  we  pre- 
serve the  perineum  by  retarding  the  too  rapidly  advancing 
head,  or  relieve  the  perineum  from  pressure  by  delivering  the 
head  which  has  remained  too  long  upon  it,  or  by  securing  de- 
livery of  the  head  by  bringing  its  least  diameter  in  agreement 
with  the  diameter  of  the  outlet,  or  by  applying  a  supplemental 
support  which  receives  the  force  of  the  pressure  ;  if  the  man- 
agement results  in  preservation,  prevents  rupture,  it  is  support, 
succor. 

My  friend  Dr.  Mann  objects  to  the  method  proposed  be- 
cause so  many  assistants  are  required,  and  that,  in  his  experi- 
ence, the  cases  where  the  worst  lacerations  have  occurred  have 
been  where  the  woman  suddenly  jumps  away  from  the  ac- 
coucheur. In  reply,  I  beg  to  say  that  two  persons  besides  the 
accoucheur  are  quite  sufficient ;  indeed,  I  have  frequently  em- 
ployed the  method  successfully,  even  in  instrumental  deliv- 
eries, by  the  aid  of  a  single  woman,  who  held  one  end  of  the 
towel,  I  holding  the  other  with  my  left  hand,  with  the  right 
making  traction  with  the  forceps.  The  method  does  not  re- 
quire skilled  assistants.  The  number  of  persons  needed  are 
usually  at  hand. 

It  is  my  custom,  at  the  critical  moment,  even  when  I  have 
two  assistants  holding  the  towel,  to  take  hold  of  its  upper  bor- 
der at  one  end,  with  my  left  hand,  giving  an  upward  direction 
to  the  traction,  thus  not  only  increasing  the  support,  but  as- 
suring proper  direction  to  the  head.  The  chief  difficulty  en- 
countered is  in  having  the  assistants  make  traction,  at  the  criti- 
cal moment,  with  sufficient  force. 


mSCUSSIOK  169 

As  to  the  objection  urged,  that  the  woman  will  get  away 
from  the  support  at  the  moment  when  it  is  most  needed,  I  may- 
remark  :  if  the  bed  is  narrow,  which  is  preferable,  the  patient 
being  placed  crosswise  of  the  bed,  the  buttocks  at  its  verge, 
the  assistants  on  the  opposite  side  of  the  bed  from  the  ac- 
coucheur, the  towel  long  enough  to  be  placed  over  the  peri- 
neum, around  the  buttocks,  and  each  end  of  it  held  by  an 
assistant,  it  is  impossible  for  the  patient  to  spring  away  from 
the  support. 

Objection  is  made  that  this  method  is  uncomfortable  to  the 
parturient  and  inconvenient  to  the  accoucheur.  By  no  means. 
Certainly  the  position  is  more  comfortable  and  less  disagree- 
able, both  to  patient  and  physician,  than  the  position  so  strong- 
ly advocated  by  two  of  the  gentlemen  who  have  spoken — viz., 
the  patient  on  her  side,  the  accoucheur  sitting  with  his  face  to- 
ward her  feet,  one  arm  over  her  hip  down  over  the  groin, 
around  her  thigh,  by  which  means  she  is  held  secui-ely  in  place, 
while  the  other  hand  of  the  accoucheur  is  left  free  for  perineal 
support,  directing  and  receiving  the  head  of  the  child,  etc. 
To  my  mind  this  plan  presents  more  discomfort  and  less  effi- 
ciency. Moreover,  by  this  latter  method  not  only  is  unequal 
and  inefficient  support  furnished  to  the  perineum,  but  prema- 
ture extension  of  the  head  is  liable  to  occur,  whereby  the  lesser 
diameter  is  not  brought  in  relation  with  the  axis  of  the  outlet. 
By  the  method  advocated  in  my  paper  these  evils  are  avoided. 
It  is  one  of  the  strongest  points  in  its  favor.  By  having  the 
towel  properly  applied,  it  covers  the  bulged  structures  from 
the  level  of  the  coccyx  to  the  fourchette,  from  one  gluteal  emi- 
nence to  the  other  ;  so  completely  is  the  whole  field  covered, 
so  general,  varied,  and  complete  may  be  the  pressure  by  the 
towel,  that  the  head  may  be  retarded  at  will,  so  as  to  prevent 
the  child  from  being  born  at  all  until,  in  the  opinion  of  the 
accoucheur,  it  is  best.  It  is  surprising  with  what  ease  pressure 
can  be  made  in  any  desired  direction  by  changing  the  direc- 
tion of  traction  on  the  ends  or  borders  of  the  towel. 

But  retarding  the  head  is  not  the  only  measure  which  may 
be  conservative  to  the  perineum,  although  this  is  the  bearing 
of  the  remarks  of  each  gentleman  who  has  spoken. 

There  are  cases  where  the  perineum  is  imperiled  from  pro- 


170  PROTECTION  OF  PERINEUM  DURING  PARTURITION. 

longed  distention.  Every  one  has  witnessed  such  cases,  where 
the  circulation  in  the  perineal  structures  has  been  so  long  ar- 
rested from  pressure  that  the  tissues  are  fragile,  necrotic.  Un- 
der such  circumstances  speedy  delivery  is  indicated  ;  not  delay. 
Nothing  is  gained  in  these  cases  by  the  fingers  in  the  rectum, 
nor  can  the  perineum  be  further  stretched  or  hooked  back  during 
absence  of  pain  ;  nor  can  any  efficient  support  be  given  to  it  by 
the  hand,  as  advocated.  By  the  towel  support,  however,  prop- 
erly given,  the  patient  anesthetized  thoroughly,  delivery  being 
consummated  by  forceps,  the  perineum  can  frequently  be  saved, 
even  in  such  extreme  cases  of  peril. 

No  method  of  treatment  will  save  all  cases.  There  is  gen- 
eral agreement  that  a  narrow,  straight  pelvis,  or  an  extreme 
sacral  curve,  or  a  very  small  vulvar  orifice,  or  a  precipitate 
labor,  or,  in  certain  cases,  a  protracted  labor,  after  the  head  is 
on  the  perineum,  or  an  unusually  large  head,  one  or  all  of  these 
conditions  may  seriously  endanger  the  perineum.  But  my 
paper  does  not  discuss  these  issues  ;  it  simply  describes  a  method 
of  support  which  in  no  way  interferes  with  the  general  or  spe- 
cial management  of  the  labor.  Be  it  understood  that  it  is  my 
custom  to  deliver  with  the  patient  well  under  an  anesthetic — a 
rule  demanding  more  rigid  enforcement  should  the  perineum 
be  in  special  danger. 

I  must  express  surprise  at  the  statements  of  my  distin- 
guished friend,  Dr.  Emmet.  He  maintains  that,  if  rupture 
occurs  in  any  other  way  than  simply  as  a  separation  of  the 
vagina  from  the  pelvic  fascia,  it  is  wholly  immaterial.  He 
confesses  that  laceration  of  the  external  integument  may  to  a 
slight  degree  occur,  but  that  its  consequences  are  of  no  moment; 
and  we  may  justly  infer  that  its  prevention  is  useless  trouble. 
Let  me  hastily  call  attention  to  a  clinical  picture.  A  woman 
has  been  delivered  of  her  first  child,  and  on  examination  there 
is  found  a  central  slit  extending  from  the  fourchette  half  way 
to  the  anus,  or  complete  to  the  anus.  The  woman  is  placed 
upon  her  back,  the  limbs  being  separated,  the  finger  of  the 
examiner  is  inserted  into  the  rectum,  the  blood  is  sponged  away 
from  the  vagina,  the  field  of  injury  is  now  perfectly  in  view, 
when  it  is  found  that  the  tear,  which  had  already  been  detected 
in  the  external  structures,  extends  upward  for  an  inch,  or  an 
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inch  and  a  half,  separating  the  pubo-coccygeal  muscles,  also  the 
transverse  perinei  muscles.  In  short,  dividing  all  perineal  and 
vaginal  structures  down  to  the  rectum,  but  not  involving  it. 

Is  there  a  gentleman  of  large  obstetric  experience  who  has 
not  seen  this  picture  ?  Is  this  a  simple  separation  of  the  vagina 
from  the  pelvic  fascia  ? 

If  this  injury  is  left  until  spontaneous  repair  is  ended,  will 
nothing  be  seen  to  mark  the  damage  but  the  transverse  scar 
described  by  the  gentleman  ? 

If  this  injury  is  not  repaired  the  woman  is  ruined.  The 
repair  should  be  done  at  once.  And  the  method  of  repair 
should  consider  the  direction  and  extent  of  the  injury.  And  I 
submit  that  the  new  operation  of  Dr.  Emmet,  so  ingenious  and 
eminently  proper  in  suitable  cases,  is  not  only  not  available  as 
an  immediate  procedure  in  the  case  just  described,  but  will  be 
equally  unavailable  as  a  secondary  operation.  The  injury  which 
Dr.  Emmet  describes  depends  on  the  fact  that  the  external  ori- 
fice did  not  properly  dilate,  and  the  ring  was  carried  in  front 
of  the  head,  and  thus  the  vagina  separated  from  the  fascia. 
This  form  of  accident,  however,  does  not  constitute,  of  all  cases 
of  perineal  injury,  more  than  twenty  or  twenty-five  per  cent. 

In  conclusion,  may  I  be  permitted  again  to  state  that  the 
method  of  support  recommended  in  my  paper  is  only  to  be 
employed  in  cases  where  the  perineum  is  in  extreme  peril.  I 
have  very  rarely  employed  it  in  multiparas. 


KEPORT  OF  A  CASE  OF  CESAEEAK  OPERA- 
TIO]^,  WITH  SOME  COMMENTS. 

BY    EDWAED   W.   JENKS,   M.  D., 

Detroit 

On  the  evening  of  February  2Yth  last  I  received  a  mes- 
sage to  "  come  to  Comber,  Ontario/  and  bring  your  obstetrical 
instruments  with  you."  I  arrived  at  the  patient's  house  be- 
tween 9  and  10  p.  m.  The  reasons  which  led  to  my  being 
summoned,  what  had  been  done  for  the  patient  previous  to 
my  arrival,  and  also  the  various  steps  in  the  Cesarean  opera- 
tion, I  will  give  in  the  language  of  my  friend  Dr.  J.  L.  Bray, 
of  Chatham,  late  President  of  the  College  of  Physicians  and 
Surgeons  of  Ontario,  who  reported  the  case  at  a  meeting  of 
the  Ontario  Medical  Association,  at  which  I  was  also  present 
by  special  invitation  and  participated  in  the  discussion  of  the 
various  obstetrical  and  gynecological  papers  that  were  read 
during  my  brief  attendance. 

On  the  27th  of  February  last  I  received  a  telephone  message 
from  Dr.  Abbott  to  go  at  once  to  Comber  and  bring  my  obstetric 
case.  On  my  arrival  at  Stony  Point  I  found  a  man  waiting  to 
bring  me  to  his  house,  about  six  miles  south,  where  Drs.  O'Keefe, 
of  Libbany,  and  Abbott,  of  Comber,  were  awaiting  my  arrival. 
The  former  had  been  called  at  three  o'clock  to  attend  Mrs.  G. 
in  labor.  She  was  about  twenty-seven  years  of  age,  5  feet  6 
inches  high,  well  proportioned,  and  the  mother  of  one  child 
five  years  of  age.  She  had  a  tedious  but  not  serious  delivery 
of  her  first  child,  which  terminated,  without  artificial  aid,  in 
about  twenty-four  hours.     Some  three  years  ago  she  was  the 

*  Comber  is  a  town  in  the  Province  of  Ontario,  on  the  line  of  the  Canada 
Southern  Eailway,  and  distant  about  thirty  miles  from  Detroit. — E.  W.  J. 
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victim  of  an  accident,  whicli  proved  to  be  the  cause  of  her  pres- 
ent trouble.  At  that  time  a  corn-crib  fell  upon  her,  fracturing 
the  right  ilium  and  producing  the  deformity  in  the  pelvis 
which  eventually"  caused  her  death.  There  was  nothing  exter- 
nally to  show  that  any  deformity  existed,  and  it  was  only  on 
attempting  to  apply  the  forceps  that  this  was  discovered. 

As  I  said  before,  Dr.  O'Keefe  was  summoned  at  3  a.  m., 
and  found  the  os  high  and  but  slightly  dilated.  He  waited 
some  time,  during  which  she  was  having  strong  labor-pains, 
and  the  os  becoming  more  dilated,  with  no  advancement  of  the 
head.  He  thought  it  best  to  apply  the  forceps.  He  attempted 
to  do  so,  but  found  it  impossible,  as  the  fetal  head  was  thrown 
forward  over  the  pubic  arch  ;  and  although  he  could  apply  one 
blade,  it  was  impossible  to  introduce  the  other,  as  there  seemed 
to  be  a  wall  of  bone  on  the  right  side  of  the  pelvis,  forming,  as 
it  were,  a  shelf  upon  which  the  fetus  rested. 

After  several  unsuccessful  attempts  he  sent  for  Dr.  Abbott, 
who  also  failed.  They  then  sent  for  me,  and,  when  I  arrived, 
about  3  p.  M.,  I  found  the  os  dilated,  fetal  head  very  high, 
labor-pains  strong  and  continuous  ;  patient  in  good  condition. 
We  succeeded  in  getting  the  blunt  hook  into  the  foramen  mag- 
num, and  used  all  the  force  possible,  but  could  not  budge  the 
head  ;  so  we  had  another  consultation,  which  resulted  in  send- 
ing for  Dr.  E.  W.  Jenks,  of  Detroit,  who  arrived  about  9  p.  Ji. 
the  same  day.  He  tried  the  forceps,  cephalotribe,  etc.,  as  we 
had  done,  but  with  no  better  success,  as  he  found  it  was  im- 
possible to  apply  more  than  one  blade. 

!N"ow,  what  was  to  be  done  ?  After  having  exhausted  every 
known  means  of  delivery  by  the  vagina,  and  the  patient  being 
yet  strong  with  forcible  pains,  we  concluded  the  only  thing  re- 
maining was  abdominal  section,  and  this  we  decided  upon.  At 
about  2  A.  M.,  or  about  twenty-four  hours  from  the  commence- 
ment of  labor,  the  patient  having  been  removed  from  the  bed 
to  a  table  and  placed  under  chloroform  by  Dr.  O'Keefe,  Cesa- 
rean section  was  begun,  Dr.  Jenks  commencing  about  two 
inches  above  the  umbilicus.  He  continued  his  incision  a  little 
to  the  left  till  below  that  point,  when  he  kept  down  the  median 
line  to  about  three  inches  above  the  pubes,  when  it  was  found 
impossible  to  go  any  lower,  as,  on  cutting  through  the  ab- 
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dominal  walls  and  peritoneum,  he  came  upon  the  bladder,  which 
was  full,  notwithstanding  a  catheter  had  been  previously  intro- 
duced. The  neck  was  tightly  wedged  between  the  uterus  and 
bones  of  the  pubes,  so  that  the  catheter  could  not  have  entered 
the  bladder.  On  cutting  through  the  uterus,  the  placenta, 
which  was  immediately  beneath,  was  unavoidably  incised,  and 
you  can  imagine  how  appalling  the  hemorrhage  became — in  fact, 
we  thought  it  would  prove  fatal  ;  but  Dr.  Jenks  quickly  fin- 
ished the  incision  and  removed  the  fetus  and  placenta  in  less 
time  than  it  takes  to  describe  it.  Of  course,  the  moment  this 
was  accomplished,  owing  to  the  strong  uterine  contractions, 
the  hemorrhage  ceased  ;  but,  in  removing  the  fetus,  the  uterus 
was  torn  near  the  neck,  which  gave  us  some  trouble,  owing  to 
a  good  deal  of  blood  oozing  from  this  rent.  One  of  the  most 
troublesome  things  connected  with  the  operation  was  the  diffi- 
culty of  keeping  back  the  intestines,  and,  when  they  did  come 
out,  to  keep  them  warm.  This  we  endeavored  to  do  by  means 
of  napkins  dipped  in  hot  water  applied  to  them.  We  tried  to 
keep  the  room  at  a  temperature  of  80"  ;  but  that  was  very  diffi- 
cult with  the  thermometer  about  zero,  and  with  no  assistants 
other  than  the  medical  gentlemen  named.  The  cut  edges  of 
the  uterus  were  brought  together,  and  ten  deep  and  four  or  five 
superficial  sutures  of  carbolized  silk  were  put  in,  which,  when 
done  completely,  closed  the  opening.  The  abdominal  cavity 
was  sponged  out,  and,  singular  to  say,  the  sponges  were  hardly 
colored,  so  little  blood  having  found  its  way  in,  owing  to  the 
pressure  made  on  the  abdominal  walls  by  the  assistants.  The 
abdominal  wound  was  then  closed  by  means  of  ten  deep  and 
ten  superficial  silk  sutures,  the  deep  ones,  of  course,  embracing 
the  peritoneum.  By  this  time  the  patient  had  completely  ral- 
lied, and  had  come  from  under  the  influence  of  chloroform.  She 
was  removed  to  bed,  and  hot-water  bottles  placed  all  around 
her ;  a  quarter  of  a  grain  of  morphine  was  injected  into  her 
arm  with  the  hypodermic  syringe,  and  she  appeared  very  com- 
fortable. The  extremities  and  body  soon  became  warm,  and 
she  fell  into  a  nice  sleep.  The  temperature  was  normal  and 
the  pulse  120  when  we  left. 

I  did  not  see  her  again  ;  but  Drs.  O'Keefe  and  Abbott 
were  in  constant  attendance,  and  from  them  I  learned  that  she 
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progressed  nicely  till  Monday  morning  about  one  o'clock,  when 
she  began  to  get  very  weak,  and  died  about  6  a.  ir. 

I  will  conclude  this  imperfect  report  of  this  most  interest- 
ing case  by  saying  that,  taking  it  all  togethei*,  it  was  a  remark- 
able one,  as  this  is  the  first  case  that  has  ever  come  under  my 
notice  when  a  woman  had  borne  a  child  naturally  and  then 
had  to  be  delivered  subsequently  by  Cesarean  section  ;  and 
when  you  consider  the  many  disadvantages  we  labored  under — 
performing  the  operation  in  the  country  at  midnight  by  the 
light  of  two  small  coal-oil  lamps,  with  only  the  assistance  of 
the  medical  men,  and  the  thermometer  at  zero — the  wonder  is 
that  we  succeeded  as  well. 

Had  I  the  same  case  to  attend  to  again,  I  should  never  per- 
form craniotomy,  as  I  believe  it  destroys  the  only  chance  of  the 
mother,  and  of  necessity  destroys  the  child,  which  in  this  in- 
stance might  perhaps  have  been  saved. 

The  foregoing  description  by  Dr.  Bray  of  the  various 
steps  of  the  operation  is  in  the  main  correct,  and  sufficiently 
full.  It  shows  very  plainly  how  much  was  done,  and  the 
many  fruitless  attempts  resorted  to,  for  the  delivery  of  the 
woman  prior  to  having  recourse  to  the  only  means  by  which 
delivery  could  be  effected. 

Dr.  Bray  in  his  paper  speculates  as  to  the  cause  of  this 
patient's  death,  as  no  post-mortem  examination  was  made. 
It  was  not  until  a  few  days  ago  that  I  learned  some  facts  (of 
which  Dr.  Bray  had  no  knowledge  when  his  paper  was  read) 
which  leave  but  little  chance  for  doubt  as  to  the  immediate 
cause  of  her  death.  While  at  the  meeting  of  the  Canada 
Medical  Association,  after  parting  with  Dr.  Bray,  I  met  the 
physician  who  had  charge  of  this  patient  in  the  beginning  of 
her  labor  and  following  her  delivery,  and  was  informed  by 
him  that  the  woman  was  doing  admirably  up  to  the  begin- 
ning of  the  third  day.  The  nurse,  who  had  orders  not  to 
leave  the  room  unless  her  place  was  supplied  by  some  one  in 
her  stead,  disobeyed  the  order  and  left  the  patient  alone.  Soon 
after  she  heard  a  scream,  and,  on  entering  the  sick-room,  dis- 
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covered  tlie  patient  standing  on  the  floor,  who  said  she  had 
had  a  bad  dream,  and  when  she  awoke  found  herself  in  the 
position  described.  She  further  said  that  she  felt  something 
"give  away  inside,"  and  that  she  was  now  "feeling  badly 
inside."  Soon  after  being  placed  in  bed  she  began  to  show 
signs  of  failing,  and  died  in  a  very  few  hours. 

Until  I  learned  of  this  I  could  not  understand  why  the 
patient  had  died  so  soon,  for,  although  considerable  time  had 
elapsed,  and  there  had  been  many  and  various  kinds  of  efforts 
resorted  to  to  deliver  her,  she  was  in  no  sense  exhausted 
when  I  left  her.  I  would  not  have  been  surprised  if  peri- 
tonitis had  developed,  but,  excepting  it,  the  chances  for  her 
recovery  seemed  good  when  I  last  saw  her. 

In  the  outset,  as  soon  as  I  had  completed  my  physical  ex- 
amination, I  was  convinced  that  the  woman  could  not  be 
delivered  ^e/*  vias  naturales,  and  that  the  Cesarean  operation 
was  demanded,  as  affording  the  only  chance  for  the  woman's 
continuance  of  life  ;  but  I  wished  to  be  fully  justified  in  my 
own  mind,  and  also  be  able  to  satisfy  every  one  concerned, 
that  it  was  the  proper  and  only  operation  admissible.  The 
other  physicians  present  were  gentlemen  of  obstetric  experi- 
ence, and  skilled  in  the  use  of  the  obstetric  forceps.  I  did 
not  expect  to  succeed  with  the  forceps  after  their  failure.  I 
found,  as  they  had,  that  only  one  blade  could  be  introduced. 
I  tried  alternately  the  left-hand  and  right-hand  blade  first, 
but  the  proper  introduction  of  the  second  blade  was  a  me- 
chanical impossibility.  I  also  attempted  the  use  of  the  cephalo- 
tribe,  with  the  same  result.  The  child  being  dead,  I  felt  as 
did  my  colleagues — that  it  was  desirable  it  should  be  delivered 
if  possible  without  having  recourse  to  abdominal  section. 
Laparo-elytrotomy  was  mentioned,  but  it  was  not  deemed 
practicable ;  in  fact,  owing  to  the  nature  of  the  deformity  of 
the  pelvis,  and  its  locality,  it  was  believed  to  be  an  impossi- 
bility to  extract  the  body  of  the  fetus  by  means  of  this  oper- 
ation. The  accompanying  cut  wiU  enable  the  Fellows  to 
form  an  opinion  of  the  nature  of  the  deformity. 

The  dilated  os  uteri  rested  on  the  projection  of  bone  on 
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tlie  right  side  of  the  pelvis,  and  tlie  uterus  and  contents  were 
held  up  to  such  a  height  bj  this  projection  as  to  stretch  the 
vagina  to  its  utmost,  and  thereby  cause  its  walls  to  be  very 
tense.  The  projection  or  shelf  of  bone  was  above  the  brim 
of  the  pelvis,  and  extended  into  the  canal  sufficiently  to  ob- 
struct about  one  half  of  the  passage.  It  was  my  belief  then 
that  laparo-elytrotomy  was  impracticable,  and  could  not  be 
made  with  a  fair  prospect  of  success ;  and  I  am  still  of  the 
same  opinion. 


1,  Eepresents  the  portion  of  fractured  Dium  or  "  shelf  of  bone  "  which  extended 
almost  to  the  meduin  line  of  the  parturient  canal.  This  shelf  Tvas  above  the 
brim  of  the  true  pelvis.  The  cut  does  not  represent  the  deformity  very  cor- 
rectly. 

As  there  seemed  to  be  no  other  method  than  the  Cesarean 
operation  by  which  the  delivery  of  this  poor  woman  could 
be  effected,  it  was  decided  upon.  About  2  p.  jr.,  or  twenty- 
four  hours  after  the  commencement  of  labor,  she  was  re- 
moved from  her  bed  to  a  table  prepared  for  the  operation. 
I  will  not  repeat  the  different  steps  of  the  operation,  as  they 
were  stated  by  Dr.Bray  in  his  paper,  which  has  already  been 
quoted.  Yet  there  are  a  few  points  I  will  allude  to,  and 
then  add  some  remarks  relating  to  the  Cesarean  operation. 

The  woman  seemed  to  be  in  good  condition,  neither 
showing  signs  of  exhaustion  or  even  fatigue. 

12 
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The  peculiar  shape  of  the  abdomen  previous  to  making 
an  incision  was  noticed  by  all  present.  The  uterus  and  con- 
tents occupied  an  oblique  position,  the  lower  segment  rest- 
ing, as  before  stated,  on  the  shelf  of  bone,  caused  by  the  frac- 
tured ilium  of  the  right  side.  It  was  brought  around  so  as 
to  occupy  a  position  corresponding  to  the  median  line,  and 
thus  maintained  with  the  firm  pressure  of  an  assistant's  hands 
through  the  main  portion  of  the  operation.  Owing  to  the 
high  position  of  the  uterus  and  contents,  I  was  compelled  to 
begin  my  incision  about  two  inches  above  the  umbilicus.  I 
then  carried  it  downward  as  far  as  the  bladder  would  permit, 
and  then  upward  as  far  as  was  necessary.  There  was  but 
little  loss  of  blood  prior  to  reaching  the  uterus.  The  uterus 
presented  an  appearance  as  if  it  had  been  bruised  or  severely 
manipulated,  and  yet  I  did  not  learn  that  it  had. 

I  consider  it  a  very  unfortunate  occurrence  that  cranioto- 
my was  performed  in  this  case.  It  must  be  apparent  to  any 
one  that  if  there  exists  a  deformity  of  the  pelvis  to  an  extent 
that  will  not  admit  the  hand  above  the  pelvic  brim,  or  will 
not  allow  the  introduction  of  the  second  blade  of  an  ordinary 
obstetric  forceps,  or  a  crushing  instrument,  craniotomy  offers 
no  chance  for  the  delivery  of  the  fetus  ;per  vias  naturales. 
A  medical  acquaintance,  on  learning  the  particulars  of  this 
operation,  remarked  to  me  that  he  believed  Braun's  cranio- 
clast  would  have  been  an  effective  instrument,  and  its  proper 
use  would  have  saved  the  patient  from  abdominal  section.  I 
am  positive  in  my  belief  that  this  opinion  is  an  erroneous 
one,  as  the  effective  use  of  the  cranioclast,  or  any  other  in- 
strument that  the  ingenuity  of  man  has  ever  devised  for  the 
reduction  of  an  undelivered  fetus,  was  a  mechanical  impossi- 
bility by  reason  of  the  pelvic  deformity. 

In  187 Y  I  published  an  account  of  a  successful  case  of 
Cesarean  operation,^  which  was  a  remarkable  one,  especially 
as  to  the  length  of  time  the  woman  was  in  labor  pre- 
vious to  the  section  being  made.     In  connection  with  the 

'  "  Report  of  a  Successful  Case  of  Cesarean  Section  after  Seven  Days'  Labor," 
etc.     American  Journal  of  Obstetrics,  vol.  x,  No.  4,  October,  18Y7. 
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report  of  this  case  the  comparative  merits  of  the  Cesarean 
operation  and  craniotomy  were  briefly  discussed.  In  this 
paper  there  occurs  the  following  quotation  from  another 
writer :  "  If  craniotomy  is  practicable,  it  should  undoubtedly 
be  done  in  preference  to  the  Cesarean  operation."  At  the 
present  time  I  am  not  willing  to  speak  as  favorably  of  cra- 
niotomy. I  believe  the  Cesarean  operation,  and  certainly 
laparo-elytrotomy,  made  on  a  healthy  woman  at  an  early 
stage  of  labor,  will  be  more  successful  than  craniotomy,  par- 
ticularly as  it  is  generally  done  on  women  exhausted  by  pro- 
tracted labor  and  various  attempts  at  instrumental  delivery. 
In  transverse  fetal  presentation,  the  long  and  often  fruitless 
attempts  to  perform  version,  when  mutilation  of  the  child  be- 
comes requisite  before  it  is  delivered,  jeopardizes  the  life  of 
the  mother  as  much  as  the  Cesarean  operation. 

In  fact,  the  latter  seems  to  be  far  preferable,  as  it  is  no 
more  hazardous  for  the  mother,  and  affords  an  opportunity 
for  saving  the  life  of  the  fetus.  Laparo-elytrotomy,  if  prac- 
ticable, will  diminish  the  risk  to  maternal  life  still  more. 

The  question  of  craniotomy,  embryotomy,  laparo-elytro- 
tomy, or  Cesarean  section,  in  extreme  cases  of  pelvic  de- 
formity, can  not  be  determined  by  any  given  rule,  as  each 
case  must  be  determined  by  itself.  Craniotomy  and  embry- 
otomy have  unquestionably  been  performed  in  recent  times 
too  often.  In  these  days  of  such  successful  abdominal  sur- 
gery as  we  know  prevails,  it  is  the  bounden  duty  of  every 
one  who  practices  obstetrics  to  familiarize  himself  in  the 
technique  of  other  obstetrical  operations  than  those  which 
aid  in  the  consummation  of  labor  only  by  the  destruction  of 
fetal  life. 

"When  an  obstetrician  has  intrusted  to  his  care  a  pregnant 
woman  that  he  knows  has  a  deformed  pelvis  or  any  morbid 
condition  that  wiU  prevent  delivery  of  an  unmutilated  child 
jper  vias  naturales,  the  performance  of  craniotomy  or  em- 
bryotomy by  him  can  not  be  justified.  Under  such  circum- 
stances deliberate  arrangements  can  be  made  for  her  delivery 
by  laparo-elytrotomy  or  abdominal  section,  with  good  pros- 
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pects  for  saving  her  life,  and  almost  a  certainty  of  delivering 
the  child  alive.  Under  the  term  of  abdominal  section  re- 
ferred to  I  include  not  the  Cesarean  operation  alone,  but  its 
modifications,  such  as  the  Porro  operation,  and  the  Miiller 
modification  of  Porro.  But  the  scope  of  this  paper  will  not 
permit  their  full  discussion.  One  of  the  most  interesting 
and  instructive  papers  bearing  upon  this  class  of  operations 
which  has  been  published  of  late  years  is  one  by  Dr.  E.  Kich- 
ardson,  of  Philadelphia,  in  the  American  Journal  of  the 
Medical  Sciences  for  January,  1881.^  This  paper  illustrates 
in  a  marked  manner  the  great  advantages  for  all  concerned 
in  deliberately  preparing  for  the  operation,  and  then  making 
it  with  trained  assistants  and  with  the  most  favorable  sur- 
roundings. This  is  the  first  successful  operation  of  its  kind 
that  has  been  made  in  the  United  States. 

The  great  mortality  of  the  Cesarean  section  has  been 
chiefly  due  to  delay  and  other  causes  not  strictly  inherent 
in  the  operation  itself. 

I  believe  the  last  statement  expresses  the  opinion  of  the 
majority  of  those  who  have  given  the  matter  careful  thought 
and  investigation.  In  my  paper,  previously  referred  to, 
similar  views  were  expressed,  and  some  statistics  from  a  pa- 
per by  Dr.  R.  P.  Harris  ^  were  quoted  to  prove  the  value  of 
timely  surgical  interference  in  the  Cesarean  operation. 

Among  these  statistics  is  a  list  of  cases  operated  on  during 
or  before  the  close  of  the  first  day  of  labor,  showing  "  that 
73{^  per  cent,  of  women  and  86^  per  cent,  of  children  were 
saved  by  operating  early."  The  statistics  of  Dufeilhay,  cited 
by  Lusk,  show  81  per  cent,  of  women  saved.  On  Monday, 
September  21st,  while  in  Philadelphia,  Dr.  Harris  kindly 
furnished  me  with  the  following  statistics  bearing  upon  the 
importance  of  early  operations.  It  is  also  a  comple  list  of  all 
the  early  Cesarean  sections  made  at  full  term  in  this  country : 

'  This  paper  is  entitled  "  Cesarean  Section  with  the  Removal  of  Uterus  and 
Ovaries  after  the  Porro-Miillcr  Method,"  by  Elliott  Richardson,  M.  D. 

'  "  The  Cesarean  Operation  in  the  United  States,"  by  Robert  P.  Harris, 
M.  D.     Artur.  Jour,  of  Obsletncs,  November,  18V1,  and  February,  1872. 
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"  Out  of  28  Cesarean  operations  in  the  United  States  up 
to  date  performed  in  good  season  on  the  first  day  of  labor, 
there  were  women  saved,  21 ;  women  lost,  7 ;  children  liv- 
ng,  23  ;  children  dead,  5." 

The  successful  case  reported  by  myself,  where  the  woman 
had  been  in  labor  seven  days,  could  not  have  been  a  suc- 
cessful one  but  for  one  fact,  as  the  length  of  time  she  was  in 
labor  would  of  itself  seem  to  be  an  insuperable  obstacle  to 
her  recovery.  If  this  case  had  the  common  history  of  pro- 
tracted labors  it  could  not  have  been  otherwise  than  unsuc- 
cessful, but,  fortunately,  there  were  no  attempts  at  her  de- 
livery until  about  two  hours  before  the  abdominal  section 
was  made.  Prior  to  the  operation  she  was  attended  solely 
by  women,  who  simply  sat  near  by,  encouraging  her  with 
their  presence  and  conversation,  while  waiting  for  Xature 
to  complete  her  work.  She  had  not  been  subjected  to  pro- 
longed manipulation  by  many  hands,  nor  bruised  or  other- 
wise injured  by  any  form  of  obstetrical  instrument. 

Regarding  the  case  which  serves  as  the  text  of  this  brief 
paper,  I  firmly  believe  the  woman  would  have  recovered 
but  for  the  unfortunate  accident  heretofore  related.  Dr. 
Harris  informed  me  that  a  similar  case,  followed  by  the  same 
results,  occurred  in  the  practice  of  Dr.  Fisher  at  Sing  Sing, 
New  York. 

One  of  the  frequent  causes  of  death  after  Cesarean  sec- 
tion has  been  in  consequence  of  gaping  of  the  uterine  in- 
cision and  escape  of  lochia  into  the  peritoneal  cavity.  Various 
modes  of  treating  the  uterine  incision  have  been  suggested, 
among  which  are  the  methods  of  Sanger,  Kehrer,  Cohnstein, 
and  others,  which  were  discussed  by  one  of  our  Fellows '  in 
1883,  and  to  which  you  are  referred. 

In  conclusion,  I  desire  to  present  the  following  propo- 
sitions : 

I.  The  capabilities  of  the  Cesarean  operation  are  unjustly 
shown  by  the  general  record. 

II.  The  statistics  of  this  operation  plainly  exhibit  the 

'  Dr.  Garrigues,  in  Arnew  Jour,  of  Obstdrks,  April,  18S3,  et  seq. 
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great  mortality  following  fruitless  attempts  at  delivery,  and 
a  recourse  to  Cesarean  section  as  a  dernier  ressort. 

III.  The  statistics  further  show  that  the  Cesarean  section, 
when  made  on  the  first  day  of  labor,  is  no  more  dangerous 
to  the  life  of  the  mother  than  embryotomy,  and  it  does 
afford  an  opportunity  for  delivering  the  child  alive. 

lY.  The  statistics  still  further  show  the  great  advantage 
of  making  the  Cesarean  operation  early — i.  e.,  before  the 
woman  becomes  exhausted. 

Y.  The  best  results  obtained  thus  far,  with  few  excep- 
tions, having  been  obtained  without  any  of  the  improved 
methods  of  the  present  time,  we  are  warranted  in  reiterating 
the  first  proposition,  and  further  adding  that  the  recent  im- 
provements in  the  technique  of  the  operation  furnish  for  the 
future  a  promise  of  much  better  results. 

YI.  The  success  of  ovariotomy  at  the  present  time,  owing 
to  the  wise  precautions  of  operators  and  their  improved 
modes  of  operating,  sustain  the  conclusion  that,  if  the  same 
precautions  are  instituted  and  similar  modes  of  operating  are 
carried  out  in  timely  Cesarean  cases,  success  will  be  more 
common,  and  the  record  will  show  that  recoveries  following 
Cesarean  operations  will  be  quite  as  frequent  as  those  which 
follow  other  abdominal  sections. 


DISCUSSION. 

Dr.  a.  J.  C.  Skene,  of  Brooklyn. — I  may  show  a  sort  of 
bias  on  my  part  in  favor  of  views  not  especially  my  own,  but 
views  which  I  hold.  It  occurred  to  me  that  the  doctor's  paper 
brought  out  clearly  two  very  important  points  :  first,  the  sad 
tendency  of  obstetricians,  even  now,  to  make  undue  efforts  to 
deliver  by  forceps.  I  have  seen  many  cases  where  unwise 
efforts  have  been  made  with  the  forceps  when  it  was  impos- 
sible to  deliver  in  that  way,  and  the  patient's  chances  lessened 
when  submitted  to  further  treatment.  As  in  the  case  reported 
by  Dr.  Jenks,  it  has  always  appeared  to  me  that  efforts  made 
to  deliver  should  not  be  pushed  to  the  point  of  damaging  the 
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mother  so  that  her  chances  of  recovery  are  lessened  if  more 
extraordinary  means  become  necessary. 

But  the  most  important  point  is  that  the  doctor  lost  a  most 
excellent  opportunity  to  perform  laparo-elytrotomy,  which  I 
think  would  have  given  better  results  ;  probably  would  have 
given  a  better  chance  for  the  mother,  and  would  have  saved 
the  child  if  performed  in  time.  I  know  it  is  impossible  to  sac- 
rifice the  child  in  that  operation  if  it  is  properly  performed, 
and  the  other  results  are  equal  to  those  obtained  by  Cesarean 
section,  and  I  think  I  should  have  chosen  it.  As  between  Ce- 
sarean section  and  craniotomy,  I  hope  craniotomy  will  soon  be  a 
lost  art.  I  can  scarcely  conceive  of  a  case  where  it  is  necessary 
except  in  one  event,  and  that  is  where  the  inferior  strait  is  so 
narrow  that  the  head  engages  in  the  pelvis  and  it  can  not  be 
delivered  in  any  other  way  ;  and  I  am  not  sure  then  but  Cesa- 
rean section  is  preferable  to  craniotomy.  I  simply  raise  these 
points  because  I  was  somewhat  disappointed  that  there  was  no 
reference  made  in  the  paper  to  the  operation  of  laparo-elytrot- 
omy. Perhaps  there  is  some  good  reason  why  it  was  not 
thought  of. 

Db.  Jenks. — I  will  simply  say  that  I  purposely  read  the 
report  of  Dr.  Bray,  preceding  my  own  views  regarding  the 
propriety  of  the  operation  or  any  of  the  steps  of  it.  All  that 
was  done  in  the  way  of  craniotomy  was  done  before  I  saw  the 
patient  at  all.  I  will  say,  further,  that  the  operation  of  laparo- 
elytrotomy  was  discussed,  but,  as  I  understand  the  operation,  it 
did  not  seem  to  be  so  well  adapted  to  the  case  as  the  Cesarean 
section,  and  especially  under  the  circumstances  with  which  we 
were  surrounded.  Perhaps,  however,  I  do  not  understand  the 
operation  well  enough.  I  think  it  is  to  be  very  much  regretted 
that  all  these  fruitless  efforts  were  made  to  deliver  the  woman, 
for  she  was  in  very  good  condition  when  I  left  her,  and  even 
twenty-four  hours  after  the  operation.  It  is  my  firm  belief 
that,  but  for  the  unfortunate  accident  which  occurred,  as  I 
have  previously  related,  she  would  have  recovered. 


KEMAEKS   OK  THE  USE  OF  TAENIEE'S 
FORCEPS. 

BY  ELLWOOD  WILSON,    M.  D., 
Philadelphia. 

At  the  sixth  annual  meeting  of  the  Society,  held  in  Kew 
York  in  1881,  during  the  discussion  of  Dr.  Albert  H.  Smith's 
paper  on  axis  traction  with  the  obstetric  forceps,  I  entered 
my  protest  against  the  use  of  Tarnier's  forceps,  and  stated 
that  the  method  I  preferred  was  that  adopted  by  Dr.  Smith 
as  Osiander's  method.  This  method  was  the  method  taught 
by  Professors  James,  Hodge,  Dewees,  and  Meigs,  and  by  Dr. 
Warrington  in  the  Philadelphia  Lying-in  Hospital.  This 
method  I  adopted  and  taught  as  Dr.  "Warrington's  successor. 
Dr.  A.  H.  Smith  also  taught  this  method  during  his  regime 
in  that  institution.  This  method,  so  well  known,  is  that  de- 
livery by  the  Davis  forceps  should  be  made  by  direct  press- 
ure above  the  lock  of  the  instrument  downward  and  back- 
ward with  one  hand,  while  with  the  other  an  upward  and 
forward  movement  of  the  handles  of  the  instrument  should 
be  maintained.  I  also  called  attention  to  the  fact  that  Tar- 
nier's forceps  was  unsuited  for  delivery  when  the  head  had 
reached  the  lower  segment  of  the  pelvis,  because  of  the  dan- 
ger of  wounding  the  perineum.  I  stated  my  behef  that  the 
principal  difficulty  in  delivery  frequently  arose  at  the  supe- 
rior strait  in  the  narrowed  antero-posterior  diameter  of  the 
pelvis ;  that  in  many  cases  this  was  merely  marginal,  and  that 
often  well-directed  encouragement  to  the  woman  to  bear 
down  at  the  proper  time  would  enable  her  to  drive  the  head 
of  the  child  past  the  marginal  narrowing,  without  having  re- 
course to  the  forceps  at  all.     I  also  stated  that  I  deemed  it 
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inexpedient  to  apply  Tarnier's,  or  any  other  forceps,  except 
to  the  sides  of  the  child's  head,  citing  the  danger  of  mu- 
tilation of  the  face,  and  of  facial  neuralgia  in  the  infant 
in  cases  where  the  blades  of  the  forceps  were  applied  ob- 
liquely to  the  child's  head,  and  that  I  preferred  the  modified 
Davis  forceps  to  any  other  for  application  at  the  superior 
strait.  At  the  time  I  mentioned  that  my  objections  were 
theoretical  rather  than  practical,  as  I  had  never  used  Tar- 
nier's instrument.  In  summing  up  my  remarks,  I  stated 
that  I  thought  the  instrument  a  complex  one,  not  adapted  to 
many  cases,  and  expressed  the  conviction  that  it  would  not 
come  into  general  use.  Having  since  that  discussion  had 
nine  cases  which  were  suitable  for  the  employment  of  Tar- 
nier's, and  having  used  it  without  difficulty  and  with  great 
satisfaction,  I  feel  it  my  duty  to  renounce  before  this  Socie- 
ty my  unjust  condemnation  of  it,  and,  briefly  naiTating  the 
history  of  the  cases  in  which  I  used  it,  offer  a  few  simple 
reasons  for  my  change  of  mind  in  reference  to  the  forceps, 
convinced  as  I  am  that  no  man  should  condemn  on  purely 
theoretical  grounds  any  instrument  which  he  has  not  given 
a  practical  trial.  In  the  following  cases  I  have  successfully 
employed  Tarnier's  forceps. 

Case  I. — Mrs.  C,  aged  thirty-five.  First  pregnancy,  Sep- 
tember, 1877  ;  female  ;  vertex  presenting  to  the  right  sacro- 
iliac synchondrosis,  and  rotating  to  the  right  acetabulum.  Du- 
ration of  labor,  forty-four  and  a  half  hours.  In  this  case  I 
succeeded  in  delivering  a  living  child  by  Davis's  forceps,  under 
ether,  after  the  method  of  Osiander.  An  examination  had  pre- 
viously demonstrated  that  she  had  a  pelvis  aequabiliter  justo- 
minor.  The  promontory  of  the  sacrum  could  be  easily  touched. 
This  patient  was  again  confined  on  June  1,  1882;  on  this  occa- 
sion the  vertex  presented  in  the  left  anterior  position.  After 
she  had  been  in  active  labor  eighteen  hours,  I  applied  Davis's 
forceps  accurately  to  the  sides  of  the  child's  head,  at  the  supe- 
rior strait,  and  made  traction  with  compression  at  each  pain 
for  one  hour  and  forty-five  minutes.  The  pains  were  strong, 
accompanied  by  great  bearing-down  efforts,  and  recurred  at  in- 
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tervals  of  from  two  to  three  minutes.  I  could  not  bring  the 
head  into  the  excavation  of  the  pelvis.  Both  the  patient  and 
myself  were  utterly  exhausted,  and  I  determined,  as  a  dernier 
ressort,  to  apply  Tarnier's  forceps,  and,  failing  with  it,  to  per- 
form craniotomy,  believing  the  child  could  not  be  born  alive, 
and  realizing  that  the  mother's  life  would  be  in  great  danger 
if  the  labor  was  not  speedily  terminated.  Tarnier's  was  ad- 
justed without  difficulty  obliquely  to  the  sides  of  the  child's 
head  at  the  superior  strait.  With  gentle  traction,  at  the  sec- 
ond pain  the  child's  head  was  easily  brought  into  the  cavity 
of  the  pelvis,  and  the  child  was  delivered  in  less  than  ten  min- 
utes after  the  adjustment  of  the  forceps  ;  it  was  a  living  male 
child,  weighing  nine  pounds  ;  its  scalp  was  uninjured  by  the 
blades  of  Tarnier's  forceps,  but  was  contused  and  blistered  by 
the  excessive  compression  and  traction  made  with  the  Davis 
instrument. 

Case  II. — Mrs.  W.,  aged  thirty-eight,  second  pregnancy. 
In  this  case  the  pelvis  proper  was  amply  sufficient  to  permit  of 
the  passage  of  the  child,  but  the  antero-posterior  diameter 
was  shortened,  owing  to  the  undue  projection  of  the  prom- 
ontory of  the  sacrum.  After  the  patient  had  been  in  labor 
eight  hours,  the  uterus  being  fully  dilatable,  and  the  head  be- 
ing arrested  at  the  superior  strait,  Tarnier's  forceps  was  ap- 
plied obliquely  to  the  sides  of  the  child's  head.  At  the  first 
effort  of  traction  the  head  was  brought  into  the  excavation  of 
the  pelvis,  after  which  the  labor  terminated  rapidly  and  with- 
out difficulty,  the  patient  being  delivered  of  a  living  male 
child. 

Case  III. — Mrs.  N.,  aged  thirty-five  ;  married  ten  years, 
during  which  time  she  had  had  no  children.  Finding  her  ab- 
domen enlarging,  she  consulted  a  prominent  gynecologist  on 
account  of  this  difficulty.  This  gentleman  passed  a  sound 
into  her  uterus  seven  and  a  half  inches,  in  the  course  of  his 
investigations,  to  determine  the  character  of  the  growth.  On 
the  following  day  the  patient  was  delivered  of  a  dead  fetus 
of  about  six  and  a  half  months'  development.  She  fell  into 
my  hands  at  the  time  of  her  second  pregnancy.  Her  labor 
came  on  at  the  estimated  time,  the  vertex  presenting  mid- 
way between  the  right  sacro-iliac  synchondrosis  and  the  right 
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acetabulum,  and  finally  rotating  to  the  hollow  of  the  sacrum, 
becoming  arrested  there.  Tarnier's  forceps  was  applied,  and 
in  a  few  minutes  the  woman  was  delivered  of  a  living  female 
child.  The  labor  lasted  thirty-six  hours  before  the  forceps 
was  applied.  This  patient  subsequently  came  under  my  care 
at  the  time  of  her  third  labor.  In  this  case,  as  she  had  suffered 
80  at  her  previous  labor,  and  had  a  pelvis  markedly  of  the 
aequabiliter  justo-minor  type,  I  induced  labor  at  eight  months. 
After  a  space  of  eight  hours,  when  labor  was  fully  established, 
the  vertex  presenting  to  the  right  acetabulum,  Tarnier's  forceps 
was  applied,  and  the  patient  was  speedily  and  safely  delivered 
of  a  living  male  child. 

Case  IV. — Mrs.  J.,  aged  thirty-two.  This  patient  had  had 
two  children,  both  delivered  by  forceps.  Her  labors  had  been 
long  and  difficult.  The  first  child  was  a  small  one,  and  its  head 
was  badly  lacerated  by  the  forceps.  The  second  child  was  so 
badly  injured  that  it  died  a  few  hours  after  birth.  In  neither 
of  these  labors  was  she  under  my  care.  At  the  time  of  her 
third  pregnancy  she  placed  herself  under  my  care  ;  she  had  a 
flat  pelvis,  with  marked  narrowing  of  the  conjugate  diameter 
at  the  superior  strait.  In  making  the  touch,  the  finger  could 
readily  outline  the  promontory  of  the  sacrum  ;  in  other  respects 
the  pelvis  was  fully  developed.  In  consideration  of  the  great 
difficulty  of  her  previous  labors,  I  induced  labor  a  few  days  be- 
fore the  computed  time  for  her  delivery.  Dilatation  of  the  os 
took  place  readily.  The  vertex  presented  to  the  right  sacro- 
iliac synchondrosis,  and  rotated  to  the  sacrum.  The  uterus, 
after  eight  hours  of  labor,  was  soft  and  fully  dilatable.  Tar- 
nier's forceps  was  applied  obliquely  to  the  sides  of  the  child's 
head.  By  very  slight  traction,  the  child's  head  was  brought 
beyond  the  point  of  constriction  without  difficulty.  The  in- 
strument was  then  removed,  and  the  child,  a  male,  was  born 
in  a  few  minutes.  There  was  no  marking  of  the  child's  head 
by  the  forceps. 

Case  Y. — Mrs.  R,  aged  twenty-eight.  This  woman  had  had 
one  still-born  child.  The  only  defect  in  her  pelvis  was  a  mar- 
ginal narrowing  at  the  superior  strait.  The  vertex  presented 
to  the  left  acetabulum.  As  soon  as  the  uterus  was  relaxed 
and  dilatable,  Tarnier's  forceps  was  applied,  and  a  slight  ef- 
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fort  at  traction  brought  the  child's  head  past  the  narrowed 
brim.  The  patient  was  speedily  delivered  of  a  living  male 
child.     Her  labor  lasted  eight  hours. 

Case  YI. — Mrs.  B.,  aged  thirty-three.  This  patient  had 
had  three  children — one  still-born,  and  two  living.  She  had 
considerable  narrowing  of  the  antero-posterior  diameter  at  the 
superior  strait.  The  promontory  of  the  sacrum  could  be  easily 
felt  by  the  finger.  The  cavity  of  the  pelvis  was  also  defective, 
owing  to  the  shortening  of  the  antero-posterior  diameters  from 
brim  to  outlet.  The  vertex  presented  to  the  left  acetabulum. 
After  sixteen  hours  the  uterus  was  freely  dilatable,  and  I  ap- 
plied Tarnier's  forceps.  I  found  it  necessary  to  make  about  as 
much  traction  as  I  could  with  my  right  hand  while  sitting.  I 
kept  the  instrument  on  for  about  thirty  minutes,  renewing  the 
traction  with  each  recurring  pain.  The  child's  head  finally 
passed  the  obstacle,  and  the  labor  was  speedily  ended.  The 
child  was  alive  when  born,  and  lived,  though  the  left  parietal 
bone  was  greatly  depressed  by  the  pressure  of  the  sacral  prom- 
ontory. The  child  was  much  larger  than  either  of  her  other 
children. 

Case  VII. — Mrs.  R.,  aged  thirty-four.  This  patient  first 
had  a  miscarriage  at  five  months.  Her  first  labor  lasted  forty- 
eight  hours.  The  forceps  was  used,  and  the  child,  a  male, 
was  still.  Her  second  labor  lasted  twenty-eight  hours  ;  the 
forceps  was  used.  The  child,  a  female,  lived.  Her  third 
labor  lasted  eight  hours.  The  child,  a  male,  was  still.  Her 
fourth  labor  lasted  eight  hours  ;  the  forceps  was  used.  The 
child,  a  female,  lived.  Her  fifth  labor  lasted  sixteen  hours  ; 
the  forceps  was  used.  The  child,  a  female,  lived.  After  her 
sixth  labor  had  lasted  eighteen  hours,  Tarnier's  forceps  was 
applied,  and  the  head  was  delivered  in  fifteen  minutes.  The 
child  was  alive  and  made  an  effort  to  breathe,  but  became  pro- 
foundly asphyxiated,  owing  to  the  unavoidable  delay  in  the 
delivery  of  the  shoulders.  The  child  lived  eleven  hours,  and 
was  the  only  male  child  that  the  woman  had  borne  alive.  In 
this  case  there  was  great  shortening  of  the  conjugate  diameter 
at  the  superior  strait. 

Case  VIII. — Mrs.  X.,  aged  thirty.  This  patient  was  in 
labor  at  the  time  of  her  first  confinement  four  days,  when 
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she  was  delivered  by  the  forceps  of  a  dead  child.  She  came 
under  my  care  at  the  time  of  her  second  pregnancy.  In  this 
pregnancy  and  in  two  subsequent  ones  I  induced  labor  at  eight 
months,  and  succeeded  in  each  case  in  delivering  her  of  a  liv- 
ing child  with  Davis's  forceps.  All  these  labors  were  very  tedi- 
ous. At  her  fourth  labor,  as  soon  as  the  uterus  was  fully 
dilated,  I  applied  Tarnier's  forceps,  and  succeeded  in  rapidly 
delivering  her  of  a  living  child.  In  this  case,  as  in  many  of 
the  others  cited,  the  conjugate  diameter  was  shortened  at  the 
superior  strait. 

Case  IX. — Mrs.  B,,  aged  thirty-eight.  This  patient  was 
referred  to  me  by  Prof.  William  H.  Pancoast.  She  had  had 
three  hemorrhagic  labors,  all  of  them  tedious  and  very  painful, 
and  all  three  children  had  been  born  dead.  I  induced  labor  at 
eight  months  and  three  weeks.  As  soon  as  the  os  was  fully 
dilatable  I  applied  Tarnier's  forceps,  and  delivered  the  child 
with  two  pains.  The  amount  of  force  applied  to  the  forceps 
did  not  exceed  five  pounds.  In  this  case  the  pelvis  was  but 
slightly  narrowed  at  the  superior  strait ;  the  cavity  was  amply 
developed.  The  child  was  alive  and  weighed  eight  pounds. 
The  trouble  in  this  case  had  been  that  the  idiosyncrasy  of  the 
patient  was  to  have  hemon'hagic  as  well  as  difficult  and  tedious 
labors.  I  regret  that  no  record  of  the  weight  of  the  children 
in  the  other  cases  cited  was  kept. 

The  modification  of  Tarnier's  forceps  that  I  prefer  is 
that  designed  by  my  friend  Prof.  Howard,  of  Baltimore. 
In  all  these  cases  that  I  have  cited  there  was  no  laceration  of 
either  the  cervix  or  of  the  perineum ;  and  I  believe  that  all 
cases  in  which  there  is  a  narrowing  of  the  pelvis,  either  at 
the  superior  strait  or  in  the  cavity,  which  is  not  so  great  as 
to  prevent  the  egress  of  a  viable  child,  and  for  all  applica- 
tions at  the  superior  strait  or  high  up  in  the  pelvis,  Tarnier's 
forceps  should  be  used  in  preference  to  the  method  of  Osian- 
der  or  to  the  dangerous  expedient  of  podalic  version.  Mj 
experience  has  taught  me  that  it  is  as  easy  to  apply  Tarnier's 
as  any  other  forceps.  It  should,  if  possible,  be  applied  to 
the  sides  of  the  child's  head.  If  this  can  not  be  done,  it 
can  be  applied  obliquely.     A  great  advantage  in  the  applica- 
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tion  of  Tarnier's  forceps  obliquely  to  the  head  is  that,  if  the 
instrument  be  so  adjusted,  and  slowly  and  gently  locked  co- 
incidently  with  the  commencement  of  the  contraction  of  the 
uterus,  the  head  will  be  progressively  adjusted  to  the  head- 
clamp  of  the  instrument,  gradually  fitting  in  to  the  concavity 
of  the  blades  as  it  descends,  care  being  taken  not  to  make  too 
much  of  traction  until  this  change  has  occurred. 

DISCUSSION. 

De.  Neale,  of  Baltimore,  on  invitation  of  the  President, 
exhibited  a  combination  forceps  composed  of  the  Alexander 
Simpson  blades  practically  unaltered,  to  which  Tarnier's  axis- 
traction  rods  could  be  attached  by  means  of  Dr.  Felsenreich's 
(of  Vienna)  button-hole  joint,  thus  representing  two  instru- 
ments in  one,  either  of  which  might  be  used  at  option.  A 
compression  thumb-screw,  inserted  in  the  ends  of  the  handles 
of  the  blades,  was  made  entirely  detachable  without  affecting 
the  form  of  the  handles,  and  a  sliding-bar  was  concealed  in  the 
handle  of  the  traction-rods,  by  which  the  Tarnier  swivel-joint 
could  be  immovably  fixed,  if  desired,  and  rotation  possibly 
aided  without  touching  the  handles  of  the  introduced  blades, 
or  interfering  with  their  action  as  an  indicating-needle.  Clini- 
cal experience  with  the  instrument  had  justified  its  exhibi- 
tion.' 

Dr.  Theophilus  Paevin",  of  Philadelphia. — After  the  nine 
cases  reported  by  Dr.  Wilson  I  can  not  add  anything  to  this 
discussion.  I  have  used  Tarnier's  forceps  a  few  times,  but  I 
have  not  had  the  experience  which  Dr.  Wilson  has  had.  I 
should  think  the  modification  presented  by  Dr.  Neale  in  some 
respects  a  valuable  one.  The  instrument,  as  originally  made, 
is  rather  clumsy.  I  am  not  quite  certain  that  the  Simpson 
blade  is  the  best.  If  the  instrument  is  applied  with  reference 
to  the  sides  of  the  pelvis,  of  course  Simpson's  blade  is  pre- 
ferable ;  but,  if  applied  to  the  sides  of  the  child's  head,  the 
Davis  blade  is  the  better. 

De.  Goodell,  of  Philadelphia. — I  have  had  no  experience 

^  For  a  full  description,  see  September  number  of  American  Journal  of 
Obstetrics. 
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in  the  use  of  Tarnier's  forceps.  I  ordered  one  of  Simpson's 
modifications,  and  received  the  instrument  about  two  weeks 
ago,  but  I  have  not  yet  had  the  opportunity  to  use  it.  I  should 
like  to  ask  Dr.  "Wilson  whether  or  not  in  the  occipito-posterior 
cases  in  which  he  used  Tarnier's  forceps  the  rotation  was  an- 
terior. 

Dr.  Wilsok. — It  was  posterior. 

Dk.  Goodell. — When  I  saw  Tarnier  he  told  me  that  he 
allowed  his  instrument  to  remain  on,  and  delivered  with  the 
blades  turned  over  backward.  I  asked  him  whether  he  was 
not  in  danger  of  injuring  the  perineum  by  so  doing,  and  he  re- 
plied that  the  blades  are  lost  on  the  face  of  the  child,  and  that 
therefore  there  is  no  danger  of  injury  to  the  perineum. 

With  regard  to  the  posterior  rotation  my  experience  is — and 
it  is  in  accordance  with  what  Dr.  Wilson  has  tauorht  us  all  in 
Philadelphia — that  in  the  great  majority  of  cases  the  rotation 
will  be  anterior  if  the  blades  are  applied  accurately  to  the  sides 
of  the  head.  So  constant  is  this  that  I  can  recall  but  one  of 
njy  cases  in  which  the  head  rotated  posteriorly,  and  in  the  case 
reported  by  Dr.  Wilson,  in  which  the  head  rotated  posteriorly, 
I  should  like  to  ask  whether  it  would  have  occurred  if  his 
own  or  Davis's  forceps  had  been  used,  and  had  been  applied 
to  the  sides  of  the  child's  head.  I  think  not.  There  is  a  sec- 
ond case,  also,  in  which  Dr.  Wilson  has  not  mentioned  the 
direction  in  which  the  head  rotated. 

Dk.  Wilson. — In  both  these  cases  rotation  took  place  pos- 
teriorly, and,  in  delivering,  no  effort  was  made  to  interfere  with 
the  rotation  of  the  child's  head.  The  traction  was  made  upon 
the  traction-rod  without  any  effort  to  rotate,  I  do  not  know 
whether  the  head  would  have  rotated  anteriorly  had  other  in- 
struments been  used. 

De.  M.  D.  Mann",  of  Buffalo. — Several  years  ago,  when  I 
first  became  a  teacher  of  obstetrics,  I  made  a  careful  study  of 
the  theory  of  the  forceps,  including  Tarnier's  instrument,  and 
I  came  to  the  conclusion  that  this  instrument  offered  every 
possible  advantage  over  the  ordinary  long  forceps  for  deliver- 
ing the  child's  head  when  it  was  high  in  the  pelvis.  Being 
convinced  that  the  instrument  was  correct  theoretically,  I 
Bought  to  try  it  practically,  and  the  President  kindly  sent  me 
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a  pair  of  his  modification  ;  and  I  also  obtained  Dr.  Lusk's 
modification  with  a  double  curve.  I  have  used  them  seven  or 
eight  times  with  very  satisfactory  results  indeed.  I  have,  how- 
ever, had  in  one  instance  a  little  misfortune,  which  perhaps 
would  not  have  occurred  with  other  forceps.  The  first  time 
I  saw  the  patient  it  was  in  consultation.  She  was  a  primipara, 
with  a  justo-minor  pelvis,  and  ankylosis  of  both  hips.  Forceps 
had  been  tried  for  a  long  time  without  being  able  to  engage 
the  head.  I  applied  Tarnier's  forceps,  and  used  all  the  force  I 
thought  justifiable,  removed  it,  perforated  the  head,  and  de- 
livered with  Braun's  cranioclast  without  difficulty.  With  her 
second  child  we  determined  to  bring  on  labor  early,  and  about 
the  eighth  month  did  so,  and  applied  Tarnier's  forceps,  which 
seized  the  head  by  the  sides,  and,  pulling  firmly  with  the  oc- 
currence of  pains,  we  finally  succeeded  in  engaging  the  head 
through  and  delivering  the  child.  The  woman  made  a  good 
recovery,  but  the  child  received  an  irreparable  injury  from 
pressure  of  the  forceps  over  the  brow,  crushing  in  the  orbit. 
That  was  an  objection,  possibly,  to  the  forceps  ;  but  perhaps 
it  was  applied  wrongly  in  seizing  the  child  in  just  that  way, 
though  that  seems  to  have  been  unavoidable. 

Another  point  with  regard  to  the  instrument.  A  great  ob- 
jection often  made  is,  that  the  compressing-screw  is  dangerous 
to  the  life  of  the  child.  I  have  found  that  in  every  instance, 
as  soon  as  the  head  engaged  in  the  pelvis,  it  was  unnecessary  to 
use  the  screw  at  all,  and  I  have  relaxed  it,  and  the  compression 
made  by  the  forceps  has  been  no  greater  than  with  forceps  un- 
der any  other  circumstances. 

I  saw  another  case  which  illustrates  the  abuse  of  the  instru- 
ment. A  friend  asked  for  the  loan  of  my  Tarnier  forceps,  and 
I  went  along  to  see  its  application.  I  was,  however,  invited 
to  use  the  instrument.  The  pelvis  was  a  flattened  one,  and  the 
child's  head  was  apparently  large.  I  used  all  the  strength  I 
thought  justifiable,  and  my  friend  did  the  same.  The  gentle- 
man whose  case  it  was,  however,  seizing  the  traction-rod,  put 
his  entire  strength  upon  the  instrument,  when  the  child's  head 
slipped  into  the  pelvis,  and  out  into  the  world,  with  a  rupture 
of  the  perineum  which,  I  think,  even  Dr.  Emmet  would  allow 
was  something  more  than  a  simple  separation  of  the  vaginal 


DISCUSSION.  193 

muscles.     It  shows  that,  in  careless  hands,  the  forceps  is  capa- 
ble of  doing  great  harm. 

De.  H.  p.  C.  Wilson,  of  Baltimore. — For  the  last  two  years 
I  have  been  using  Simpson's  modification  of  Tarnier's  instru- 
ment altogether,  which  is  very  much  like  the  forceps  exhibited 
by  Dr.  Neale.  I  have  never  given  Tarnier's  forceps  the  trial 
which  it  probably  deserves,  as  it  has  always  seemed  to  be 
a  clumsy  instrument,  and  capable  of  giving  so  much  power 
in  compression  that  I  have  not  been  attracted  by  them.  I 
suppose  that  the  principle  of  the  traction-rod  is  generally  ac- 
cepted as  a  great  advance  in  the  construction  of  the  obstetric 
forceps.  The  comfort  with  which  you  can  deliver  a  woman 
whom  you  could  not  deliver  with  the  other  forceps  is  exceed- 
ingly valuable,  and  a  great  recommendation  for  the  instrument. 
I  think  the  traction-rod  applied  to  Simpson's  forceps  gives  us 
an  instrument  which  is  far  superior  to  Tarnier's. 

The  President. — I  take  great  interest  in  this  discussion,  as, 
so  far  as  I  know,  I  was  the  first  in  this  country  to  successfully 
use  Tarnier's  forceps. 

Dr.  Goodell  made  a  point  of  great  practical  importance. 
He  seems  to  think  that,  in  occipito-posterior  presentations, 
Tarnier's  forceps  prevents  the  natural  tendency  of  the  fetal 
head  to  rotate  forward.  On  the  contrary,  Tarnier's  forceps 
facilitates  forward  rotation  of  the  head — a  fact  I  especially 
emphasized  at  Chicago  just  a  year  ago,  and  which  Tarnier  has 
always  claimed  as  an  advantage  which  his  forceps  has  over  all 
others.  In  his  Science  and  Art  of  Midwifery,  Lusk  states  that 
it  is  the  rule  in  midwifery  practice  to  refrain  from  the  use  of 
the  ordinary  forceps  so  long  as  the  occiput  looks  to  the  rear, 
which  of  necessity  prevents  forward  rotation  from  taking  place; 
and  that  attempts  to  rotate  the  occiput  around  to  the  symphsis 
by  instrumental  means  are  rarely  successful.  And  in  his  work, 
Obstetric  Operations,  Barnes  states  that  simple  extraction  is  all 
that  is  necessary,  and  that  we  should  not  trouble  ourselves  about 
rotation,  which  Nature  may  effect,  but  that,  in  a  large  propor- 
tion of  cases,  she  will  not  bring  the  occiput  forward.  He  fur- 
ther affirms  that  it  is  labor  lost,  it  is  encumbering  Nature  with 
superfluous  help,  to  attempt  to  promote  this  turn  by  twisting 
with  the  forceps. 
13 
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But,  when  Tarnier's  forceps  is  used,  the  occiput  is  left  at 
liberty  to  rotate  forward  as  in  natural  labor,  because  the  arti- 
ficial rotation  of  the  head  does  not,  as  when  the  ordinary  for- 
ceps is  used,  cause  the  handles  of  the  forceps  to  turn  upon  their 
axis,  but  the  handles  of  Tarnier's  forceps  are  left  free  to  de- 
scribe an  arc  of  a  circle,  while  the  blades  pivot  in  the  pelvis, 
as  traction  is  made  upon  the  transverse  handle.  Thus  when, 
in  an  oblique  right  occipito-posterior  position,  we  wish  to  effect 
this  artificial  forward  rotation  of  the  occiput,  while  traction  is 
made  upon  the  transverse  handle  with  the  left  hand,  with  a 
finger  of  the  right  hand  push  the  left  handle  of  the  forceps 
over  toward  the  left  thigh,  in  such  a  manner  as  to  make  the 
handles  describe  the  arc  of  a  circle.  In  order  to  do  this,  the 
head  should  be  previously  lowered,  so  that  it  may  be  easily 
fiexed  ;  and  often  it  is  only  when  it  appears  at  the  vulva  that 
this  artificial  rotation  can  be  effected. 

Dk.  Reamy. — It  is  true  that  rotation  can  occur,  but  is  it  not 
always  true  that  one  of  the  reasons  why  anterior  rotation  does 
not  occur  is,  because  the  sinciput  can  not  ascend  and  the  occi- 
put descend  ?  It  is  not  that  the  forceps  does  not  allow  rotation, 
but  because  the  forceps  prevents  the  change  in  the  elevation  of 
the  anterior  and  posterior  ends  of  the  fetus. 

The  President. — I  always  endeavor  to  apply  the  forceps 
at  the  superior  strait  to  the  sides  of  the  head  ;  sometimes  I  fail. 
Now,  in  making  traction  with  Tarnier's  instrument  you  have 
the  great  advantage  of  pulling  in  the  line  of  the  axis  of  the 
pelvis  ;  and  as  the  vertex  comes  down  the  chin  ascends,  and 
the  position  which  is  most  favorable  for  rotation  forward  takes 
place.  It  is  just  here,  I  repeat,  when  the  ordinary  forceps  pre- 
vents forward  rotation  of  the  head  from  taking  place,  that  the 
great  advantage  of  Tarnier's  instrument  comes  in,  and  permits 
it  to  do  so.  It  is  not  at  all  necessary,  when  Tarnier's  forceps 
has  been  applied  at  the  superior  strait  and  the  fetal  head 
brought  down  to  the  floor  of  the  pelvis,  that  it  should  be  taken 
off,  and  one  of  the  familiar  forceps,  as  Simpson's,  substituted, 
as  Dr.  Lusk,  Dr.  Barker,  and  Dr.  Thomas  insisted,  at  the  meet- 
ing in  New  York,  in  September,  1881.  Nor  should  Tarnier's 
forceps  be  limited  exclusively  to  that  class  of  cases  in  which 
the  head  is  at  the  brim  of  the  pelvis,  as  those  eminent  gentle- 
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men  also  insisted.  In  that  discussion  I  stated  that,  when  the 
head  had  been  brought  to  the  floor  of  the  pelvis  by  Tarnier's 
forceps,  I  had  not  found  it  necessary  to  remove  the  instrument, 
and  that  it  was  not  done  by  Tarnier  himself,  nor  by  Prof.  A. 
R.  Simpson.  It  is  very  gratifying  to  me  that  so  able  and  ex- 
perienced an  obstetrician  as  Dr.  Ellwood  Wilson  should  have 
verified  my  positions,  as  in  some  of  the  cases  he  has  brought 
before  us  in  his  valuable  paper.  And  I  would  direct  special 
attention  to  a  short  but  able  paper  on  the  advantage  of  axis- 
traction  forceps  in  the  pelvic  cavity  and  at  the  outlet,  in  the 
JBritish  Medical  Journal  for  December  20,  1884,  by  Dr.  J. 
Halliday  Croom,  of  Edinburgh.  While  admitting,  as  all  do, 
that  the  main  advantage  of  the  axis-traction  forceps  is  to 
be  found  at  the  brim,  he  urges  that  the  low  operation  can  be 
performed  with  it  with  greater  advantage  than  by  any  other 
of  the  known  methods  ;  and  that  in  occipito-posterior  pres- 
entations it  offers  three  distinct  advantages :  1.  For  the  rea- 
son I  have  already  given,  that  the  blades  being  fastened  on 
the  head,  and  attached  by  the  traction-rods  to  the  handle  by  a 
swivel-joint,  forward  rotation  of  the  occiput  is  facilitated  by 
the  traction.  2.  In  persistent  occipito-posterior  presentations, 
the  greater  ease  with  which  flexion  is  promoted  at  the  mo- 
ment it  is  most  needed,  when  the  head  is  passing  over  the 
perineum.  3.  Because,  contrary  to  the  general  impression,  it 
really  saves  the  perineum,  for  when  that  is  rigid  extension 
is  more  completely  effected,  as  the  handles  can  be  carried 
much  better  forward,  thus  diminishing  the  risk  of  lacerating 
the  perineum,  as  often  happens  with  the  old  familiar  forceps, 
from  rotation  of  the  points  of  the  blades  beyond  the  head. 

The  President  remarked  that  his  instrument,  which  Dr. 
Ellwood  Wilson  prefers  also,  is  a  modification  of  Tarnier's. 
It  has  Tarnier's  blades — those  formerly  used  by  him,  not  those 
preferred  by  him  now.  The  application-handles,  which  are 
never  used  in  traction,  are  greatly  shortened,  and  the  key  ar- 
rangement introduced  by  Lusk  for  fastening  the  traction-rods 
is  substituted  for  the  socket-joint  used  by  Tarnier.  The  in- 
strument is  thus  simplified,  and  yet  all  of  its  essential  features 
retained.  It  is  much  more  powerful  than  Dr.  Neale's  ingenious 
combination-forceps,  and  quite  recently,  in  a  case  seen  in  con- 
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sultation  with  Drs.  W.  R.  McKnew  and  John  Neff,  of  Balti- 
more, effected  delivery  when  Prof.  Alexander  Russell  Simp- 
son's modification  of  his  uncle's  instrument,  with  the  Tarnier 
traction-rods,  had  completely  failed. 

De.  Goodell. — I  would  like  to  ask  Dr.  Wilson  if  he  had 
two  cases  of  occipito-posterior  positions  terminate  in  the  pos- 
terior position  in  the  nine  reported. 

Db.  Wilson. — I  am  not  able  to  say  whether  the  two  cases 
in  the  nine  reported  would  have  rotated  anteriorly  if  forced 
effort  had  been  made  ;  but  I  have  had  cases  which  retained 
that  position  until  delivery  was  accomplished,  when  the  forceps 
was  applied  to  the  side  of  the  head.  With  regard  to  remov- 
ing the  forceps,  I  allowed  it  to  remain  in  two  cases  ;  I  did 
it  as  an  experiment,  to  determine  whether  or  not  the  instru- 
ment would  injure  the  child's  head,  and  to  determine  whether 
it  would  injure  the  perineum.  There  was  no  injury  to  the 
child  or  to  the  perineum  in  these  cases.  In  reference  to  the 
amount  of  compression,  I  have  not  found  it  necessary  to  make 
very  much  compression,  and  the  screw  has  been  moderately 
adjusted — just  sufficient  to  hold  the  instrument  in  position.  I 
think  in  the  instrument  which  Dr.  Howard  has  devised  we 
have  a  forceps  superior  to  that  introduced  by  Dr.  Neale  ;  it  is 
less  likely  to  injure  the  child.  In  Dr.  Howard's  modification 
of  Tarnier's  forceps  we  have  one  of  the  most  perfect  instru- 
ments at  our  command.  I  do  not  think  it  is  much  matter 
whether  the  instrument  is  applied  to  the  side  of  the  child's 
head  or  obliquely,  because  the  traction  has  been  made  so  ex- 
ceedingly trifling  that  I  have  not  felt  afraid  that  the  forceps 
would  slip,  and  certainly  have  not  anticipated  any  danger  by 
compressing  the  head  of  the  child. 


A  MODIFICATION  OF  EMMET'S  CERVIX  OPER- 
ATIC]^ IN  CERTAIN  CASES. 

BY   E.   STAXSBrBT   SUTTON,  A.  M.,  M.  D.,  ETC., 
Fiitsburff, 

CiCATKiciAL  tissue,  in  variable  quantity,  occupies  the  tis- 
sues of  every  lacerated  cervix  of  long  standing.  So  long  as 
this  tissue  is  limited  to  the  angles  of  the  laceration,  its  re- 
moval is  simple ;  but  the  cicatricial  or  hypertrophic  tissue  is 
often  deposited  in  large  quantity  in  the  lips  of  the  laceration, 
not  only  upon  the  border  of  the  lip,  but  frequently  from 
border  to  border.  In  cases  long  abused  with  nitrate  of 
silver  this  condition  is  most  marked.  If  the  patient  was 
treated  with  a  bivalve  speculum,  both  lips  shared  the 
caustic  application  about  equally,  and  in  both  large  masses 
of  dense  tissue  were  deposited.  If  the  patient  was  treated 
with  a  cylindrical  speculum,  the  position  of  the  uterus 
determined  which  lip  got  most  of  the  application.  They 
would  rarely  get  an  equal  amount,  and,  as  a  result,  one  lip 
would  be  nearly  free  from  cicatricial  tissue  while  the  other 
was  filled  with  it.  But  the  lips  in  some  of  the  old  cases 
are  not  only  hard  and  markedly  convex  from  above  down- 
ward, but,  owing  to  the  rupture  and  contraction  of  cysts 
along  the  edges  of  the  canal  and  vaginal  surface,  con- 
traction occurs.  The  result  is,  that  the  edges  of  the  lips 
are  beveled  off,  and  the  flat  flaps  are  converted  into  flaps, 
also  convex  from  side  to  side.  Of  these  cases  Dr.  Emmet 
says :  "  "Were  we  simply  to  freshen  these  surfaces  in  a  super- 
ficial manner,  and  then  attempt  to  bring  them  together,  we 
should  fail  to  approximate  the  outer  edges  properly,  unless 
the  sutures  were  twisted  so  tight  that  they  would  cut  out. 
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This  tissue  is  cicatricial,  and  constitutes  so  dense  a  foreign 
body  that,  were  we  to  succeed  in  obtaining  union,  it  could 
be  only  temporary,  for  the  previous  condition  would  soon  be 
reproduced  through  want  of  vitality.  Not  only  is  it  neces- 
sary to  remove  this  projecting  surface  entirely,  but  even  par- 
tially to  excavate,  that  the  sides  of  the  fia23s  may  be  brought 
into  close  contact  throughout  when  the  sutures  have  been 
secured.  .  .  .  But  this  removal  is  not  to  extend  entirely 
across  the  flap,  for,  if  this  were  done,  there  would  be  a  com- 
plete closure  of  the  cervical  canal.  Nor  is  the  removal  ne- 
cessary to  this  extent."  No  mention  is  made  of  those  cases 
in  which  one  flap  may  be  treated  by  superficial  denudation, 
or  simple  denudation  and  some  excavation,  while  the  other 
flap  is  so  completely  filled  with  cicatricial  or  hypertrophic 
tissue  that,  in  order  to  get  it  all  out,  it  is  necessary  to  denude 
the  entire  face  of  the  flap.  It  is  in  such  cases  that  I  would 
modify  the  operation. 

On  June  8,  1885,  Mrs.  S.,  aged  forty-two,  the  mother 
of  several  children,  was  admitted  to  my  private  hospital  for 
a  cervix  operation.  The  cervix  was  deeply  lacerated  on  both 
sides.  The  anterior  lip  was  hypertrophied,  hard  as  cartilage, 
convex  from  side  to  side,  also  from  above  downward,  and 
longer  than  the  posterior  lip.  Ordinary  denudation  of  the 
posterior  lip  was  sufficient.  The  anterior  lip  required  denu- 
dation clear  across.  The  cicatricial  or  hypertrophic  mass, 
here  exhibited,  extended  from  below  as  high  as  the  internal 
OS,  and  from  border  to  border.  Under  it  there  was  good 
soft  tissue,  and  between  the  two  the  dissection  was  con- 
tinued until  all  of  the  mass  was  removed,  and  the  lip  left 
denuded  completely  across  its  entire  surface.  On  the  upper 
lip  was  left  the  central  strip  of  mucous  tissue  to  form  that 
side  of  the  future  cervical  canal.  The  lips  were  now  united 
as  usual.  The  result  has  been  excellent.  The  cervical  canal 
freely  admits  a  large  sound,  and  the  patient  has  menstruated 
twice  without  pain.  This  procedure  had  never,  before  this 
necessity  arose,  been  suggested  to  my  mind,  but  doubtless 
other  operators  have  tried  it.     In  such  cases,  therefore,  I  feel 
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justified  in  saying  that  one  flap  may  be  denuded  entirely 
across  the  face,  and  that  cases  do  exist  where  nothing  short 
of  this  complete  denudation  will  remove  all  the  cicatricial 
and  hypertrophic  tissue.  The  central  line  of  mucous  mem- 
brane, left  upon  the  sm-face  of  one  of  the  flaps,  should  be 
broader  than  usual,  as  some  contraction  may  be  expected  to 
occur. 

DISCUSSION. 

De.  Goodell,  of  Philadelphia. — I  have  resorted  to  this  de- 
vice on  more  than  one  occasion,  and  I  have  left  the  undenuded 
strip  wider  than  usual  to  compensate  for  that  removed  upon 
the  opposite  side.  There  is  another  thing  which  I  have  done 
on  two  or  three  occasions,  and  that  is,  I  have  dissected  up  the 
ribbon  of  mucous  membrane,  leaving  it  attached  at  the  margin 
of  the  lip,  and  then  have  removed  the  cicatricial  tissue  beneath 
it.  In  the  cases  in  which  I  have  done  this,  there  was  a  very 
good  OS,  although  it  was  a  little  smaller  than  it  should  have 
been.  I  have  repeatedly  met  with  such  cases  where  it  was  diffi- 
cult to  bring  the  parts  together — that  is,  these  two  ribbons  pro- 
jected very  much  upon  the  surface.  I  have  never  yet  denuded 
both  sides,  but  I  have  heard  of  gentlemen  who  have  done  so, 
and  I  should  like  to  hear  the  result,  as  I  am  fearful  of  subse- 
quent contraction  of  the  parts.  The  operation,  if  you  can  get 
a  fair  coaptation  of  the  parts,  is,  I  think,  one  of  the  most  suc- 
cessful in  gynecology.  The  parts  are  so  vascular  that  they 
unite  readily.  I  have  brought  the  edges  together  with  con- 
siderable force,  and  have  yet  found  that  they  united  perfectly, 
although  I  try  to  avoid  this  as  much  as  possible.  I  should 
like  to  ask  the  opinion  of  the  members  on  another  point. 
Sometimes  we  find  the  Nabothian  glands  very  much  enlarged, 
and  the  whole  cervix  studded  with  them.  It  has  been  my  rule 
to  dissect  each  gland  out  and  remove  it,  so  as  to  get  a  clean 
surface  ;  but  sometimes  the  abundance  of  the  glands  is  such  as 
to  make  the  resulting  flap  too  thin  and  irregular.  I  should 
therefore  like  to  know  what  the  experience  of  the  members  has 
been  in  the  matter  of  removing  the  Xabothian  glands  ;  whether 
it  is  advisable  to  remove  all  of  them,  or  whether  it  is  best  to 
leave  some  behind. 
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Dr.  a.  J.  C.  Skene,  of  Brooklyn. — I  should  like  to  offer  a 
few  criticisms,  first  upon  the  question  of  pathology,  and  then 
as  to  the  mode  of  treatment.  I  am  sure  there  is  much  of  value 
in  the  suggestion  of  Dr.  Sutton,  but  I  would  speak  first  with 
reference  to  this  cicatricial  tissue.  I  am  disposed  to  believe 
that  the  enlargement  and  induration  of  the  cervix  referred  to 
is  not  cicatricial  tissue.  How  could  we  well  have  cicatricial 
tissue  beneath  a  mucous  membrane  where  there  has  been  no 
damage  done,  no  loss  of  substance  to  be  supplied  by  cicatricial 
tissues  ?  It  is  simply  hyperplastic  tissue  which  produces  scle- 
rosis. This  is  the  condition  ;  but  this  is  a  question  simply  as 
to  the  name  of  the  tissue. 

I  would  also  say  a  word  about  the  cicatricial  tissue  plug, 
concerning  which  we  hear  so  much,  in  the  angle  of  the  original 
laceration  ;  I  am  inclined  to  think  it  has  been  magnified.  At 
any  rate,  I  think  it  is  practically  impossible  to  tell  in  these 
operations  where  cicatricial  tissue  ends  and  where  normal  tissue 
begins  ;  I  mean  in  the  upper  angle  of  the  wound.  You  may, 
by  careful  examination  with  the  microscope,  of  the  material  re- 
moved, be  able  to  decide  ;  but  that  is  not  valuable  as  a  guide 
to  the  practical  surgeon  in  operating. 

Then,  with  reference  to  the  mode  of  disposing  of  this  en- 
larged cervix  which  we  so  often  see.  Although  it  is  not  cica- 
tricial tissue,  it  is  tissue  which  is  to  be  disposed  of  before  an 
operation  can  be  completed.  Much,  can  be  done  by  prepara- 
tory treatment,  and  sometimes  the  cervix  can  be  reduced  in 
that  manner  sufiiciently  ;  but  it  takes  too  long.  So  the  opera- 
tion of  Dr.  Sutton,  or  the  modification  suggested  by  him,  comes 
in.  While  speaking  of  preparatory  treatment,  I  might  venture 
from  my  own  standpoint,  and  the  question  raised  by  Dr. 
Goodell,  to  answer  that  certainly  all  diseased  Nabothian  glands 
should  be  disposed  of,  if  possible,  before  operating,  because  in 
the  line  of  your  incision,  if  you  have  one,  or  two,  or  three 
large  glands  developed  at  the  expense  of  the  tissue  of  the  cer- 
vix, you  can  not  remove  them  and  leave  a  clean  surface  ;  and 
the  chances  are  that  you  do  well  to  leave  them  and  puncture 
them  subsequently  from  the  outside.  But  it  is  better,  if  pos- 
sible, to  puncture  these  cysts  during  preparatory  treatment  and 
dispose  of  them  before  the  operation.     More  than  that,  if  in- 


discussion:  201 

eluded  in  the  line  of  incision,  it  is  because  the  incision  usually 
extends  too  far  inward.  The  parts  which  should  be  brought 
together  are  outside  of  the  Nabothian  glands,  or  certainly  will 
be  if  you  give  sufficient  attention  to  preparatory  treatment,  and 
reduce  this  area  of  enlarged  mucous  membrane. 

In  the  first  place,  I  try  to  accomplish  just  what  Dr.  Sutton 
does  ;  but  I  do  it  as  a  preparatory  operation,  and  very  often  I 
find  cases  where  it  is  not  only  necessary  to  operate  on  one  half 
of  the  cervix,  but  both  sides.  But,  in  place  of  taking  off  tissue 
as  indicated  by  the  lines  which  he  has  drawn,  I  simply  take  out 
a  Y-shaped  piece  in  this  manner  (demonstrated  upon  the  black- 
board) with  an  instrument  whicb  Dr.  Munde  says  I  invented 
to  punch  out  the  tissues,  but  I  had  supposed  it  was  invented 
to  clip  out  the  tissues  ;  and  then  introduce  a  couple  of  sutures 
on  each  side  of  the  os  externum,  and  bring  these  two  points  to- 
gether. The  sutures  are  allowed  to  remain  until  union  takes 
place,  the  patient  being  able  to  go  about  after  the  first  day.  I 
have  not  kept  my  patients  in  bed,  but  at  the  end  of  a  week  or 
ten  days  have  removed  the  sutures,  always  using  silk.  Then, 
when  I  have  reduced  the  enlarged  cervix  in  that  manner,  I  per- 
form the  ordinary  operation.  I  have  repeatedly  removed  tis- 
sue from  both  sides  at  the  same  time,  completing  the  operation 
as  practiced  by  Dr.  Sutton,  and  then  applied  a  simple  tent  of 
absorbent  cotton  into  the  canal ;  but  the  results  are  not  satis- 
factory. "When  one  flap  of  the  lacerated  cervix  is  enlarged, 
there  is  no  danger  of  union  taking  place  and  occluding  the  cer- 
vical canal,  because  the  undenuded  half  will  not  unite  with  the 
denuded  portion.  But  the  results  are  not  satisfactory,  and  a 
deformed  cervix  usually  occurs  ;  the  flap  which  was  largest  at 
the  time  of  the  operation  will  become  the  smallest  because  of 
the  tissues  removed  and  the  amount  of  contraction.  Now,  all 
that  is  obviated  by  the  method  which  I  suggest,  because  two 
surfaces  are  brought  together  which  will  unite,  and  there  is  no 
scar-tissue  left  to  contract.  Sometimes  the  union  will  not  be 
perfect  because  of  miscalculation  in  making  the  incision,  and 
that  space  has  to  be  filled  in  with  granulations  ;  but  that  leaves 
a  very  small  scar  indeed.  I  have  practiced  this  operation 
probably  thirty  or  forty  times  as  a  preparatory  operation,  and 
it  is  so  simple  that  it  is  all  I  desire. 
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De.  Ellwood  Wilson,  of  Philadelphia. — I  have  occasion- 
ally operated  upon  the  lacerated  cervix  of  the  uterus,  and  the 
plan  I  have  adopted  is  illustrated  by  the  diagram  :  to  denude 
the  posterior  and  anterior  lip,  always  leaving  a  band  of  mucous 
membrane  on  either  lip,  bring  them  together  and  put  in  a  little 
pledget  of  lint,  and  allow  it  to  remain  for  twenty-four  hours. 
The  results  have  been  very  satisfactory  ;  I  have  had  undue 
contraction  in  only  two  cases. 

De.  Geoege  J.  Engelmann,  of  St.  Louis. — I  confess  that 
Dr.  Sutton  has  thrown,  for  me  at  least,  a  new  light  upon  this 
subject.  I  have  looked  upon  Emmet's  operation  as  being  one 
to  answer  the  purpose  of  closing  or  repairing  a  cervix  lacerated 
in  labor,  and  not  necessarily  limited  to  the  strict  schedule  of 
leaving  two  strips  of  mucous  membrane  in  the  center.  The 
character  of  cases  and  extent  of  lacerations  varies  widely  ; 
that  is,  we  may  have  a  recent  case  with  tissue  still  soft  in  a 
young  woman  where  the  possibility  of  conception  must  be 
borne  in  mind,  or  we  may  have  these  cases  of  long  standing, 
with  a  great  deal  of  indurated  tissue — large,  hard  cervix,  or 
cervix  almost  wanting — in  a  patient  so  situated  that  it  does  not 
matter  much  whether  a  perfect  cervix  is  obtained  or  not.  It  ap- 
pears to  me  that  the  operation  varies  greatly,  according  to  local 
conditions  and  circumstances  of  the  patient,  from  the  strict 
Emmet  operation  with  slight  paring  of  surface  and  central 
strip,  through  intermediate  operations  to  the  wedge-shaped  in- 
cision resorted  to  by  Schroder  for  the  relief  of  these  cases.  I 
have  frequently  experienced  the  difficulty  of  which  Dr.  Sutton 
speaks,  and  only  in  the  very  earliest  years  of  the  operation 
did  I  try  to  pare  the  surface  merely,  and  to  leave  a  strip  of 
mucous  membrane  for  the  cervical  canal.  I  soon  found  it  bet- 
ter to  do  as  I  now  do — to  cut  deep  and  remove  the  indurated 
tissue  in  one  piece — as  he  has  evidently  done  ;  and  in  these 
severe  indurated  cases  it  is  impossible — at  least,  I  have  found  it 
so — to  preserve  that  strip  of  mucous  membrane.  So,  to  have 
no  puckering,  I  cut  it  away  ;  and  I  had  at  first  in  a  number  of 
cases  complete  union  or  agglutination  of  the  entire  surface,  no 
strip  of  mucous  membrane  being  preserved.  But  the  passage 
of  a  probe  on  the  third  and  fourth  days,  and  again  on  the 
eighth  and  tenth,  kept  it  open,  and  now  within  the  last  few 
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years  I  have  paid  no  attention  whatsoever  to  the  central  strip_ 
But,  in  finding  a  case  which  is  between  the  two  extremes,  that 
is,  between  the  indurated  and  the  enlarged  cervix,  and  the  sim- 
ple cases  of  laceration,  where  we  follow  Emmet's  plan  of  pre- 
serving the  strip,  I  have  inserted  into  the  cervical  canal  up  to 
the  OS  internum  a  single  thread  of  the  silk,  with  which  I  unite 
the  cervix.  At  first  I  inserted  a  pledget  of  cotton,  as  Dr. 
Skene  mentions  ;  but  I  found  that  it  impaired  the  result,  and  a 
certain  amount  of  discharge  followed  ;  so  of  late  I  have  simply- 
inserted  one  strand  of  No.  8  Turner's  braided  silk  one  and  a 
half  inches  into  the  canal,  and  removed  it  when  I  removed  the 
sutures.  That  suffices  for  a  small  canal,  and,  if  you  wish  that 
canal  enlarged,  all  that  is  required  is  to  pass  a  probe  a  few 
times  after  removing  the  sutures.  But  I  have  found  so  many 
of  these  cases  where  it  is  necessary  to  remove  so  much  tissue, 
and  impossible  to  preserve  the  central  line  of  membrane,  that 
I  have  followed  the  plan  of  cutting  deeply,  and  the  result  is  an 
excellent  one,  but  not  what  you  would  call  a  very  good  cervix, 
because  a  great  deal  of  tissue  has  been  removed.  Yet  the  re- 
sult, practically,  as  to  involution  and  reposition  of  the  uterus, 
and  the  health  of  the  patient,  is  perfect.  I  do  not  know 
whether  these  patients  will  conceive  or  not.  I  have  not  seen 
such  a  case,  but  otherwise  the  result  has  been  practically  a  per- 
fect one.  At  first  little  or  no  cervix  is  visible  ;  yet  a  small 
but  fairly  formed  cervix  always  develops  in  the  course  of  a 
month. 

I  think  Dr.  Skene  has  done  well  in  calling  attention  to  this 
misnomer  of  the  entire  diseased  tissue  which  we  have  in  the 
cervix  about  the  os  after  lacerations.  It  is  not  the  hard  con- 
nective tissue  or  true  cicatricial  tissue,  by  which  name  it  is 
falsely  called.  It  is  simply  indurated  hyperplastic  tissue.  If 
cicatricial  tissue,  we  could  do  nothing  with  it.  It  is  indurated 
hyperplastic  tissue,  and  it  is  not  necessary  to  remove  it  com- 
pletely, as  it  will  yield  to  the  involution  which  follows  the 
operation.  Some  little  cicatricial  tissue  is,  indeed,  not  infre- 
quently found  directly  in  the  angle,  or  where  a  tear  has  par- 
tially healed. 

The  President.— Has  Dr.  Engelmann  submitted  this  tis- 
sue to  microscopical  examination  ? 
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Dk.  Engelmann. — I  have  not. 

Dk.  Joseph  Taber  Johnson,  of  Washington, — I  had  sup- 
posed that  all  the  points  of  interest  with  regard  to  Emmet's 
operation  had  been  completely  covered  by  the  many  articles 
which  have  been  written  on  this  subject,  and  by  what  Emmet 
himself  has  said  in  the  last  edition  of  his  book.  Emmet  says 
distinctly  that  this  ribbon  of  tissue  should  be  carefully  left, 
and  that  the  dissection  should  be  made  so  as  not  to  remove  it. 
I  think  that  we  are  indebted  to  Dr.  Sutton  for  the  important 
point  brought  out,  although  it  seems  to  have  been  practiced  by 
others,  yet  he  describes  a  mode  of  operating  in  certain  cases 
which  has  not  been  suggested  in  any  previous  publication. 

I  have  had  the  same  trouble  referred  to  by  other  speakers 
in  treating  the  undenuded  portion,  it  being  unhealthy  and 
covered  with  a  peculiar  condition  of  the  mucous  membrane.  I 
removed  it  in  one  case  from  both  lips,  and  had  considerable 
difficulty  in  keeping  a  cotton  tampon  in  position  to  preserve 
the  integrity  of  the  canal. 

Some  time  ago  I  collected  and  published  the  statistics  of 
three  thousand  operations  upon  the  lacerated  cervix  for  the 
purpose  of  drawing  attention  to  some  of  the  dangers  of  this 
operation,  and  I  fear  I  did  in  that  publication  an  unintentional 
injustice  to  Dr.  Goodell.  I  referred  to  three  deaths  following 
operations  which  he  had  made.  I  find  that  these  deaths  were 
not  necessarily  attributable  to  the  operation  itself,  one  patient 
having  died  from  the  effects  of  the  ether,  and  the  others  from 
causes  not  traced  by  him  to  the  operation.  I  therefore  take 
this  public  opportunity  to  do  away  with  any  injustice  which  I 
may  have  done  Dr.  Goodell. 

Dk.  M.  D.  Mann,  of  Buffalo. — There  are  several  classes  of 
cases  which  come  into  this  discussion,  one  of  which  is  where 
one  lip,  usually  the  anterior,  is  very  much  hypertrophied,  and 
the  posterior  is  normal,  or  even  slightly  atrophied.  In  these 
cases  it  is  difficult  to  bring  the  two  lips  together,  and  Dr, 
Emmet's  method  is  to  make  an  incision,  cutting  the  anterior 
lip  somewhat  deeper  toward  the  front,  making  the  flap  longer, 
and  then  bringing  them  together.  I  have  tried  that  method 
with  good  results  ;  but  I  have  also  tried  the  method,  which  Dr. 
Sutton  has  presented,  of  cutting  away  all  the  hypertrophied 
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portion  of  the  anterior  lip,  and  it  has  given  very  good  results. 
I  have  not  found  any  subsequent  contraction  spoken  of  by  Dr. 
Skene,  and  all  the  patients  have  remained  well. 

The  cases  where  both  lips  are  hypertrophied  are  compara- 
tively rare.  I  have  met  with  one  case  in  which  I  found  it 
utterly  impossible  to  bring  the  lips  together  in  any  other  way. 
In  order  to  keep  the  raw  surfaces  apart  I  introduced  a  longi- 
tudinal section  of  ordinary  rubber  drainage-tubing,  perhaps  an 
eighth  of  an  inch  wide ;  this  case  did  very  well,  and  I  got  a 
very  good  result. 

In  the  other  class  of  cases  of  which  Dr.  Goodell  speaks, 
where  there  is  a  great  deal  of  disease  of  the  Nabothian  follicles, 
I  have  generally  preferred  to  treat  the  mucous  membrane  be- 
forehand, trying  to  remove  the  cysts  by  frequently  cutting  and 
puncturing  them,  and  using  iodine.  But,  in  some  cases  where 
I  have  been  obliged  to  operate  without  delay,  I  have  peeled  o£E 
the  mucous  membrane,  cutting  away  all  the  cysts,  but  only 
upon  one  lip,  and  in  those  cases  I  have  seen  very  good  results. 

As  regards  Dr.  Engelmann's  statement  that  he  cuts  these 
cases  very  deeply,  I  should  be  afraid  to  do  as  he  describes,  be- 
cause in  many  instances  the  uterus  is  large,  and  there  is  a  tend- 
ency to  version  ;  and  if  we  cut  away  all  the  cervix  we  have  no 
handle  by  which  we  can  put  the  uterus  back  into  place,  and 
hold  it  there  by  means  of  a  pessary.  For  that  reason  I  endeavor 
to  leave  all  the  cervix  where  it  is  probable  that  a  pessary  will 
be  required  afterward.  I  have  not,  however,  tried  his  method, 
and  it  may  give  better  results  than  would  seem  possible  theo- 
retically. 

De.  Goodell,  of  Philadelphia. — I  am  very  much  obliged 
to  Dr.  Johnson  for  referring  to  these  cases  which  I  reported  to 
him,  and  which  he  has  classed  as  cases  of  death  due  to  the 
operation.  I  gave  them,  stating  the  cause  of  death,  to  which  he 
did  not  allude,  on  account  of  the  cpecial  character  of  the  paper 
which  he  published,  and  the  impression  was  conveyed  that  the 
cause  of  death  was  the  operation.  In  one  sense,  of  course  it 
was,  but  in  a  larger  sense  it  was  not.  One  case  was  that  of  a 
feeble  woman,  on  whom  I  operated  for  both  the  cervix  and 
perineum  at  the  same  time.  The  operation  was  a  prolonged 
one,  and  after  recovering  from  the  immediate  effects  of  the 
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ether  she  began  to  vomit,  and  the  vomiting  became  per- 
sistent. She  died  suddenly  on  the  fifth  day  from  heart-clot. 
In  another  case  I  operated  upon  a  woman  whom  I  had  not  seen 
before.  The  patient  had  been  treated  by  my  assistant,  and  had 
been  examined  carefully  for  cardiac  and  kidney  disease.  She 
was  etherized  and  brought  before  my  clinic,  where  the  operation 
was  performed.  She  never  came  out  fairly  from  the  ether,  and 
kept  in  a  state  of  stupor  and  coma  for  three  days,  as  if  some 
renal  disease  existed.  I  carefully  examined  the  urine,  but 
found  no  evidence  of  renal  disease,  or  of  any  other  disease. 
The  autopsy  revealed  a  syphilitic  gummy  tumor  at  the  base  of 
the  brain,  which  explained  the  death.  The  third  case  was  not 
due  to  any  septic  complication,  nor  to  the  operation  itself ;  but 
I  can  not  now  recall  the  cause  of  death. 

While  we  are  upon  this  subject,  I  should  like  to  ask  Dr. 
Sutton  whether  he  has  ever  seen  cases  of  retroversion,  as  I  have, 
cured  by  Emmet's  operation. 

Dr.  W.  H.  Baker,  of  Boston. — I  think  the  Society  is  great- 
ly indebted  to  Dr.  Sutton  for  having  brought  this  subject  be- 
fore it ;  for,  in  an  operation  which  has  become  so  popular,  as 
well  as  important,  any  increased  knowledge  we  can  gain  from 
experience  must  be  of  value.  In  the  first  place,  the  importance 
of  leaving  an  undenuded  strip  of  tissue  when  refreshing  the 
surface  has  been  fully  shown  by  Dr.  Emmet,  in  order  to  restore, 
as  far  as  possible,  the  normal  condition  of  the  canal. 

Where  it  is  necessary  to  modify  the  operation,  and  to  make 
it  applicable  to  any  particular  case,  by  performing  a  partial 
amputation  of  one  lip,  it  is  hardly  fair  to  call  it  a  modification 
of  Emmet's  operation,  but  rather  a  recognition  of  the  fact  that 
Emmet's  operation  can  not  be  performed,  and  that  we  have  to 
accept  a  far  less  desirable  operation.  It  seems  to  me  that  the 
best  surgery  is  shown  by  keeping  this  portion  of  undenuded 
mucous  membrane  to  form  a  perfect  canal,  and  that,  if  Dr. 
Sutton's  operation  is  performed,  one  lip  being  entirely  denuded, 
we  shall  have  as  a  result  a  curved  canal. 

I  think  Dr.  Emmet  has  shown  his  proper  appreciation  of 
the  preparatory  treatment,  and,  if  that  is  thoroughly  carried 
out,  by  getting  rid  of  all  diseased  follicles  before  we  turn  back 
the  everted  surfaces,  we  shall  be  doing  the  proper  operation. 
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If  the  cervix  is  thoroughly  prepared  beforehand,  and  if  the 
large  hyperplastic  lips  are  still  greatly  enlarged  at  the  time 
of  operating,  it  then  becomes  a  question  whether  we  can 
perform  Emmet's  operation,  or  -vrhether  we  can  approximate 
the  opposite  surfaces,  and  have  the  denuded  parts  come  into 
perfect  apposition.  I  believe  it  can  be  done  in  every  case.  I 
have  yet  to  see  a  case  where  it  is  necessary  to  perform  whole 
or  partial  amputation  in  order  to  perform  Emmet's  operation. 
It  can  be  done  exactly  as  Dr.  Skene  has  described,  except  that 
I  would  not  agree  with  him  that  it  is  necessary  to  do  it  as  a 
preparatory  operation,  as  a  much  larger  Y-shaped  portion  must 
then  be  removed  in  order  to  approximate  the  surfaces.  But  if, 
after  thorough  preparation,  we  find  it  necessary  at  the  opera- 
tion to  use  much  force  to  bring  the  parts  together,  and  we  have 
left  a  button-hole  opening  at  the  angles  of  the  wound — in  other 
words,  if  we  find  we  can  not  properly  approximate  the  denuded 
surfaces — to  remedy  this  we  have  simply  to  cut  out  a  Y-shaped 
portion  from  the  un denuded  strip,  on  both  sides.  We  shall 
then  find  that  it  will  be  only  necessary  to  put  in  stitches  to  hold 
the  parts  together,  as  Dr.  Skene  has  referred  to,  under  the  head 
of  preparatory  treatment,  for,  of  necessity,  if  one  lip  is  longer 
than  the  other,  it  will  approximate  the  shorter  lip  of  the  oppo- 
site side,  if  a  Y-shaped  portion  of  the  proper  size  has  been  re- 
moved. I  therefore  agree  with  Dr.  Skene's  method  of  repair, 
and  feel  that  it  is  an  advance,  except  that  I  would  perform  it 
at  the  time  of  the  operation,  and  not  as  a  preparatory  treat- 
ment. It  also  avoids  the  use  of  a  tent  of  any  kind  to  keep  the 
canal  patent,  which  I  regard  as  dangerous. 

De.  G.  J.  ExGELMANif,  of  St.  Louis. — I  deem  this  method 
of  complete  denudation  an  important  one,  and  every  possibility 
exists  of  securing  perfect  union,  with  such  complete  denuda- 
tion, without  leaving  any  ribbon  ;  in  fact,  it  has  never  failed 
me  ;  nor  is  there  any  danger  in  introducing  a  single  short,  fine 
silk  thread  into  the  canal,  as  it  keeps  it  open  but  does  not  ob- 
struct it,  and  the  mucus  and  discharge  can  pass  out.  In  fact, 
I  find  that  it  facilitates  the  discharges  and  serves  as  a  guide. 

I  have  said  that  the  result  of  these  operations  is  a  most  per- 
fect one  ;  not  only  that  the  union  is  a  perfect  one,  but  that  the 
reposition  of  the  uterus  is  complete.     The  result  of  these  cases 
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is  not,  as  Dr.  Mann  suggests,  that  we  have  no  handle  by  which 
to  tilt  the  fundus  up.  The  handle,  were  it  needed,  is  sufficient ; 
but  we  need  no  such  handle  to  tilt  the  uterus  up,  as  by  remov- 
ing more  tissue  from  the  cervix  the  process  of  involution  is 
increased,  even  reposition  achieved  ;  and  I  consider  no  result 
of  such  an  operation  perfect  unless  involution  and  reposition  of 
the  uterus  follows.  This  is  an  important  result,  and  in  all 
operations  for  closing  the  cervix  I  look  for  this.  I  do  not  con- 
sider simple  closing  of  the  wound  and  establishing  the  os  and 
the  cervix  as  any  result ;  but  the  result  will  show  itself,  devel- 
op itself  from  the  beginning,  show  itself  in  the  course  of  a 
month  or  two  months  in  the  complete  involution  and  reposition 
of  the  uterus.  The  involution  of  the  uterus  after  these  opera- 
tions is  much  more  marked  if  a  large  portion  of  the  indurated 
cervix  is  removed  than  if  you  simply  trim  the  cervix,  and  it  is 
the  final  result  which  we  should  aim  at,  much  more  than  simple 
union,  the  immediate  result. 

The  President  said  that  only  a  short  time  before  Dr. 
Sims's  death  he  saw  Dr.  Harry  Sims,  in  the  presence  of  his 
father,  perform  the  operation  in  a  case  of  this  kind  ;  one  with 
a  lai'ge  amount  of  hyperplastic  tissue  in  the  cervix,  in  which 
he  removed  a  large  portion  of  the  indurated  tissue,  brought 
the  parts  together  with  silver  sutures,  and  inserted'  a  small 
glass  plug,  fitting  so  lightly  that  it  would  drop  out  if  not  sus- 
tained by  a  cotton  tampon  ;  and  this  was  to  be  renewed,  from 
time  to  time,  until  its  use  was  no  longer  necessary. 

Dr.  a.  p.  Dudley,  of  New  York,  invited  guest. — An  im- 
portant point  in  Dr.  Emmet's  operation  has  not  been  touched 
upon  by  any  of  the  gentlemen  who  have  taken  part  in  the  dis- 
cussion. Of  course  he  prepares  his  patient  thoroughly,  and 
then,  if  there  is  one  lip  very  much  more  hypertrophied  than 
the  other,  he  makes  the  operation  in  the  same  way,  but,  in  place 
of  leaving  the  angle  where  it  is,  he  changes  the  angle  of  the 
laceration  upon  the  other  lip,  whichever  is  the  longer,  thereby 
doing  away  with  the  necessity  of  cutting  out  that  strip  ;  that 
is,  he  changes  the  angle  of  the  laceration  to  whichever  lip 
chances  to  be  the  longer.     (Demonstrated  on  the  blackboard.) 

Dr.  Skeke. — I  may  be  excused  for  making  a  few  more  re- 
marks.    First,  with  reference  to  carrying  the  denudation  en- 
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tirely  across  on  one  side.  I  think  that  is  practical,  and  not 
followed  by  any  specially  evil  results.  But  when  it  is  practiced 
upon  both  sides  stenosis  will  occur.  It  will  not  be  immediate, 
but,  as  a  rule,  it  "will  occur,  unless  you  can  reverse  the  rules  of 
physiology  governing  the  repair  of  tissue.  If  the  contraction 
is  upon  one  side,  constriction  of  the  canal  will  not  follow  ;  but, 
if  upon  both  sides,  it  will  follow,  not  immediately,  but  within 
a  few  years. 

Dk.  Engelmaits^. — I  have  not  encountered  any  such  con- 
traction. 

Dk.  Skexe. — I  am  in  favor  of  leaving  mucous  membrane 
upon  one  side  at  least,  and,  if  possible,  upon  both  ;  and  for  that 
reason  I  have  adopted  the  plan  which  Dr.  Baker  has  practiced 
with  good  results.  Denudation  upon  both  sides  is  to  be  avoid- 
ed for  another  reason.  Restoration  of  the  cervix  is  the  object 
of  the  surgeon,  and  it  is  fair  to  suppose  that  the  original  design 
of  this  cervix  was  correct,  and  that,  the  nearer  we  restore  it  to 
the  normal  condition,  the  nearer  we  come  to  the  highest  exer- 
cise of  our  art.  I  believe,  as  Dr.  Baker  has  said,  that  we 
should  endeavor  to  preserve,  as  far  as  possible,  the  original 
cervix,  and  that  the  abandonment  of  Dr.  Emmet's  operation, 
and  practicing  amputation,  is  not  by  any  means  the  highest 
art ;  it  is  simply  a  deviation  which  may  become  necessary. 

"With  reference  to  what  Dr.  Dudley  has  said  regarding  the 
change  of  the  angle  of  the  laceration,  the  same  objection  can 
be  urged  against  that  as  Dr.  Baker  has  urged  against  Dr.  Sut- 
ton's modification  ;  and  I  fully  agree  with  Dr.  Baker  that,  if 
one  will  deflect  the  canal,  certainly  the  same  deflection  is  likely 
to  follow  the  modification  of  Dr.  Emmet's  method  mentioned 
by  Dr.  Dudley,  and  that  as  much  harm  will  be  done  in  the  one 
case  as  in  the  other. 

I  wish  to  repeat  the  idea  that  the  effort  should  be  to  restore 
the  cervix  to  its  original  condition,  and  it  is  not  foreign  to 
good  surgery  to  remove  superabundant  tissue,  and  do  it  in  a 
way  which  will  restore  the  organ  nearly  to  its  normal  condi- 
tion. If,  on  the  contrary,  a  method  is  devised  which  gives 
new  structure,  not  repairing  the  damage  by  uniting  the  parts 
where  they  have  been  divided,  it  raises  the  question  in  my 
mind  whether  the  result  would  be  as  good  as  it  might  other- 
14 
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wise  be.     I  doubt  it  with  reference  to  tlie  perineum,  and  I 
doubt  it  with  reference  to  the  cervix. 

Dr.  Sutton. — I  thank  you  all  for  the  kind  reception  of  my 
communication.  I  hesitated  very  much  about  bringing  the 
matter  before  this  body,  but  am  now  glad  that  I  have  done  so. 
With  reference  to  Dr.  Skene's  criticism  concerning  the  use  of 
the  terra  cicatricial  tissue,  I  accept  that  as  perfectly  right,  but 
I  do  not  agree  with  him  that  there  is  not  often  a  great  deal  of 
cicatricial  tissue — tissue  which  is  absolutely  cicatricial — in  the 
cervix.  In  reply  to  the  question  of  Dr.  Goodell,  as  to  whether 
observations  have  been  made  with  regard  to  retroversion  being 
cured  by  the  cervix  operation,  I  would  remark  that  I  have  seen 
it  occur  in  my  own  practice.  I  do  not  think  I  will  say  more 
than  I  have  already  said  in  my  paper,  and  I  am  disposed  to 
leave  the  matter  as  it  stands,  hoping  that  we  may  try  this  and 
other  methods,  and  compare  notes  with  each  other  at  o.ur  next 
annual  meeting. 
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FOLLOWING   OPEKATIONS   0:N"   THE 

FEMALE  GEXITAL  OEGAKS. 

BY    "WILLIAM    GOODELL,    M.  D., 
Philadelphia. 

A  CLOSE  kinship  has  long  been  observed  between  the 
sexual  organs  of  adults  and  the  cervical  and  salivary  glands. 
Salivation  often  occurs  as  one  of  the  phenomena  of  preg- 
nancy. I  am  now  treating  in  my  private  hospital  two  ladies 
for  nerve-exhaustion.  One  has  excessive  salivation  just  be- 
fore and  during  menstruation.  In  the  other,  who  has  a  con- 
gested and  tender  left  ovary,  the  left  parotid  gland  does  not 
secrete  during  menstruation,  and  then  the  mouth  and  fauces 
on  that  side  are  dry  and  painful.  The  thyroid  gland  so  fre- 
quently swells  after  marriage,  or  during  menstruation  and 
pregnancy,  that  Meckel  regarded  it  "  as  a  repetition  of  the 
uterus  in  the  neck,"  ^  a  sort  of  cervical  womb.  Kor  was  this 
kinship  overlooked  by  laymen.  The  ancients  recognized 
conception  by  the  amplitude  of  the  neck,  and  the  Eoman 
matron  cast  a  fillet  around  the  bride's  throat  before  and  after 
the  nuptial  night,  in  order  to  discover  whether  marriage  had 
been  consummated  or  not.  This  same  sympathetic  relation 
exists  in  the  lower  animals,  for  I  have  been  informed  that 
some  horse-breeders  measure  the  necks  of  their  mares  before 
and  after  they  have  been  covered,  to  determine  whether  the 
intercom-se  has  been  a  fruitful  one. 

The  metastasis  of  mumps  to  the  sexual  organs  in  adults 
of  both  sexes  is  another  remarkable  evidence  of  this  kinship. 
In  the  male  the  testes  become  secondarily  affected.     In  the 

'  Transactions  of  iJie  American  O ynccological  Society,  vol.  i,  p.  143. 
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female  the  breasts,  the  ovaries,  the  womb,  and  the  labia  are 
the  organs  in  which  the  sympathetic  transference  takes 
place.  But  mumps  is  mei-elj  a  simple  febrile  engorgement 
of  the  parotid  gland,  and  the  febrile  congestion,  or  fluxion,  in 
it,  and  in  the  sexual  organs  to  which  it  has  been  transferred, 
usually  ends  in  resolution,  very  rarely  indeed  in  suppuration. 
True  it  is  that  mumps  is  a  contagious  disease,  and  that  a 
micrococcus  has  been  recently  discovered  by  Ollivier  in  the 
saliva,^  which  is  eliminated  by  the  kidneys,  and  which  possi- 
bly in  a  measure  explains  the  metastasis  of  this  glandular 
affection  to  the  testicle ;  but  it  fails  to  explain  why  the  fe- 
male breast  and  the  ovaries  are  singled  out. 

On  the  other  hand,  during  the  later  stages  of  acute  spe- 
cific fevers  it  is  not  uncommon  to  meet  with  parotid  bubo, 
a  septic  inflammation  of  the  parotid  gland  ending  very  gen- 
erally in  suppuration.  This  form  of  parotitis  is  not  deemed 
sympathetic,  but  symptomatic — symptomatic  of  a  poison  in 
the  blood  which  has  exploded  in  the  parotid  glands.  Yet  I 
am  not  sure  that  an  element  of  sympathy  does  not  exist  even 
in  this  form  of  suppurative  parotitis,  and  that  the  parotid 
glands  are  not  preferably  attacked  when  the  septic  fever 
starts  from  lesions  in  the  sexual  organs.  For  instance,  pro- 
longed cases  of  puerperal  septicemia  are  liable  to  suppuration 
of  the  parotid  glands.  Of  such  cases  I  have  seen  several  in. 
my  own  practice  and  in  that  of  other  physicians.  Of  these, 
only  one  recovered.  Then,  again,  in  a  fatal  case  of  septice- 
mia following  a  posterior  incision  of  the  cervix,  which  I 
made  some  years  ago  for  great  dysmenorrhea,  the  parotid 
glands  suppurated.  Further,  parotid  bubo  seems  liable  to 
follow  ovariotomy  whenever  sepsis  has  taken  place.  Thus, 
in  two  hundred  cases  of  ovariotomy  performed  by  Schroder 
and  reported  by  Morike,  five  cases  of  parotid  bubo  took 
place,  with  two  deaths.^  Out  of  thirty  cases  of  ovariotomy 
performed  by  Slaviansky,  one  case  of  septic  mumps,  or  parotid 

'  Profjres  medical,  June  2*7,  1885. 

'  Annales  dc  Oynecologic,  Aupist,  1885,  p.  108,  from  Zcitschrifi  fur  Ge- 
burtshiclfe  und  Gyndkologie^  Bd.  viii,  1880. 


WILLIAM  GOOD  ELL.  213 

bubo,  occurred.  The  patient  recovered  after  both  glands  had 
been  lanced.^  Out  of  one  hundred  and  fiftj-four  cases  of 
ovariotomy  performed  by  myself,  I  have  had  one  of  parotid 
bubo.     The  history  is  as  follows  : 

On  March  23,  1882,  I  operated  on  a  greatly  emaciated  and 
bedridden  woman  with  an  enormous  ovarian  cyst  weighing 
eighty  pounds.      She  had  been  tapped  twice,  the  last'' time 
about  six  weeks  before,  and  grave  septic  symptoms  had  set  in. 
The  operation  was  altogether  a  forlorn  hope.     The  pressure  of 
the  tumor  on  her  diaphragm  was  so  great  that,  when  turned 
on  her  back,  she  could  not  breathe,  and  became  cyanosed.     She 
was  therefore  etherized  and  operated  on  while  lying  on  her 
side.    Hardly  had  the  abdominal  incision  been  begun  when  her 
pulse  failed  and  a  death-like  collapse  set  in.     This  was  met  by 
hypodermic  injections  of  brandy,  alcohol,  and  ether.     Several 
analogous  collapses,  in  which  we  thought  she  was  dying,  oc- 
curred during  the  operation,  which  was  made  tedious  by  uni- 
versal adhesions— to  the  liver,  intestines,  omentum,  and  to  the 
abdominal  and  pelvic  walls.    The  left  ovary,  being  healthy,  was 
not  removed.     Many  ligatures  were  needed  for  the  sundered 
adhesions,  and  a  drainage-tube  was  put  in.     She  was  almost 
pulseless  when  put  back  to  bed,  and  I  expected  her  to  die 
within  an  hour.     On  the  next  day,  to  my  great  surprise,  I 
found  her  wonderfully  well,  even  lively.     For  seven  days  she 
did  fairly  well,  and  the  drainage-tube  was  now  removed.     On 
the  ninth  day  there  was  a  slight  rise  in  temperature,  and  her 
left  parotid  gland  began  to  swell.     In  three  or  four  days  it 
suppurated,  and  I  opened  it  by  a  free  incision,  yet  it  burst  also 
into  the  ear.     She  had  all  the  tokens  of  a  mild  septicemia,  from 
which  she  gave  promise  to  get  well ;  but  her  relatives  were 
strict  homeopaths,  and  objected  to  my  medicine.     So  they  took 
her  home,  where  she  died  on  the  thirty-second  day  from  vom- 
iting, as  I  long  afterward  learned. 

But  there  is  also  another  kind  of  reverse  metastasis,  a 
sympathetic  exchange  of  disease  from  below  upward— from 
the  sexual  organs  to  the  parotid  gland— which  is  not  septic, 

'  Annates  de  Gijnecoloffie,  August,  1885,  p.  108,  from   Zcitschrift  fur  Ge- 
burtshiilfe  vjid  Gyncikologie,  Bd.  viii,  1880. 
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and  wliicli  greatly  resembles  mumps.  Like  that  disease,  tlie 
swelling  passes  away  by  resolution  and  does  not  suppurate, 
and  there  are  no  evidences  whatever  of  septicemia. 

My  ninetieth  case  of  ovariotomy  was  a  single  woman,  aged 
twenty-seven.  Two  and  a  half  years  before  I  saw  her,  water 
collected  in  the  abdominal  cavity.  This  was  tapped  fourteen 
times  by  her  physician,  but  rapidly  reaccumulated.  I  readily 
recognized  within  the  abdomen  a  hard  tumor  floating  in  the 
dropsical  effusion.  It  gave  the  sense  of  ballottement  precisely, 
and  I  diagnosticated  it,  in  view  of  its  small  size  and  of  the 
tendency  to  dropsy,  as  a  carcinoma  of  the  ovary.  I  operated 
April  18, 1883,  and  removed  a  hard,  solid,  nodular,  papillomatous 
tumor  of  the  right  ovary,  which  I  believed  to  be  malignant ; 
but  that  diagnosis  must  be  given  up,  as  the  patient  is  still  liv- 
ing and  well.  Recovery  was  prompt,  although  on  the  third 
day  her  parotid  glands  began  to  swell,  and  to  give  pain  and  to 
interfere  with  mastication.  There  was  barely  a  rise  in  the 
temperature — not  enough  to  alarm  me  on  that  score,  although 
I  was  somewhat  frightened  at  first  by  the  belief  that  the  swell- 
ing was  mumps,  and  that  it  might  do  mischief  by  metastasis. 

This  case  and  another  one,  the  notes  of  which  have  been 
mislaid,  I  reported  to  the  Philadelphia  Obstetrical  Society 
{American  Journal  of  Olstetrics,  July,  1883,  p.  745)  as  cases 
of  mumps  after  ovariotomy.  At  this  meeting  one  of  the 
gentlemen  present  asked  me  how  I  could  decide  off-hand 
between  mumps  and  septic  parotitis.  My  reply  was,  "  The 
pulse  does  not  become  so  frequent  as  in  septicemia,  and 
the  eye  remains  clear  and  does  not  acquire  that  glassy  ap- 
pearance so  indicative  of  a  fatal  issue."  I  might  also  have 
added  that  all  the  symptoms  of  septicemia  were  absent.  In 
each  of  these  cases  the  patient  convalesced  pari  passu  with 
the  increase  in  the  size  of  the  parotid  glands.  This  false 
mumps  lasted  longer  than  the  true  variety,  but  it  finally  dis- 
appeared by  resolution,  leaving  the  patient  none  the  worse. 

My  third  case  occurred  in  a  married  lady  aged  twenty-one, 
who  had  been  an  invalid  for  several  years  and  bedi-idden  for 
six  months.     She  had  lost  much  flesh,  and  was  always  groan- 


WILLIAM  GOODELL.  215 

ing  from  a  pain  in  the  left  ovary,  unless  she  "was  under  the  in- 
fluence of  large  doses  of  morphia  amounting  to  one  grain  and 
a  half,  administered  hypodermically  three  or  four  times  daily. 
The  pelvic  regions  -vrere  so  hyperesthetic  that  it  was  with 
great  difficulty  that  any  kind  of  examination  could  be  made, 
but  the  left  ovary  was  discovered  to  be  enlarged  and  very  pain- 
ful. Oophorectomy  was  decided  upon,  and,  on  September  17, 
1884,  both  ovaries  were  removed.  The  left  one  was  found  to 
be  hypertrophied  and  undergoing  cystic  degeneration,  but  the 
right  one  appeared  to  the  eye  so  sound  that  in  its  removal  I 
was  glad  to  have  the  backing  of  Dr.  "W.  S.  Playfair,  of  Lon- 
don, who  was  present  at  the  operation.  I  was  afraid  to  leave 
it,  for  I  believe  that,  in  most  cases  needing  oophorectomy,  fail- 
ure is  the  result  unless  both  ovaries  are  removed  and  the  meno- 
pause established.  Convalescence  was  retarded  by  great  and 
painful  swelling  of  both  parotid  glands  ;  the  right  one  began 
to  be  affected  on  the  fourth  day  after  the  operation,  the  left 
one  a  few  days  later.  The  two  glands  developed  without  any 
marked  rise  in  the  temperature  and  without  acceleration  of 
pulse,  and  declined  without  suppuration.  There  was  not  pres- 
ent the  slightest  evidence  of  septicemia.  They  behaved  ex- 
actly like  mumps,  excepting  that  they  ran  a  much  longer 
course  than  mumps  ordinarily  does.  The  family  physician 
was  very  much  alarmed  by  this  implication  of  the  parotid 
glands,  but  I  was  so  well  satisfied,  from  past  experience  and 
from  the  mild  symptoms  present,  that  I  unhesitatingly  gave  a 
favorable  prognosis,  assuring  him  that  the  complication  was 
sympathetic  and  not  symptomatic.  Since  the  operation  she 
has  had  a  bitter  struggle  to  give  up  the  opium  habit,  but, 
under  the  judicious  care  of  Dr.  J.  B.  Mattison,  of  Brooklyn, 
she  became  well. 

This  being  my  third  case  of  pseudo-mumps  following  the 
removal  of  the  ovaries,  it  made  a  great  impression  on  me.  I 
felt  satisfied  that  it  meant  something,  and  that  the  parotitis 
was  not  a  mere  coincidence,  but  that  some  mysterious  rela- 
tionship existed  between  the  sexual  apparatus  and  the  parotid 
glands.  As  such  I  reported  it  to  the  Obstetrical  Society  of 
Philadelphia,  at  the  meeting  held  October  2, 18Si,  and  made 
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tlie  following  remarks :  "  Is^ot  one  [of  the  tliree  cases]  had 
ended  fatally,  and,  from. the  very  slight  febrile  movement,  I 
thought  that  the  complication  was  not  symptomatic — as  in 
blood-poisoning — but  sympathetic ;  and  that  a  strong  kinship, 
recognized  by  laymen,  existed  between  the  sexual  organs  and 
the  cervical  glands."  ^ 

Yery  recently  Dr.  Matweff,  of  St.  Petersburg,  has  con- 
firmed my  observations  in  an  article  entitled  "  Inflammation 
of  the  Parotid  Gland  after  Ovariotomy."  ^  But  six  of  the 
seven  cases  which  he  reports  are  those  of  parotid  bubo,  the 
glands  having  suppurated  with  two  fatal  results.  In  it,  how- 
ever, he  refers  to  a  case  of  Dr.  Pawloff,  in  which  both  glands 
were  affected,  but  recovery  took  place  without  suppuration. 

It  appears  also  that  Angus  Macdonald  has  had  his  atten- 
tion turned  in  the  same  direction  by  having  two  cases  of 
inflammation  of  the  parotid  gland  in  a  limited  number  of 
ovariotomies.^  "  In  neither  of  these  cases,"  he  remarks,  "  was 
there  temperature  or  other  symptoms  to  lend  the  least  color 
to  the  opinion  that  the  parotid  inflammation  was  septic.  In 
neither  case  did  the  glands  suppurate.  The  parotitis  merely 
complicated  the  convalescence  a  Httle  by  the  pain  and  con- 
comitant slight  degree  of  fever  it  induced.  The  fever  never 
ran  over  101°."  He  refers  to  another  case,  one  by  Kiister,* 
in  which  swelling  of  the  parotid  glands  followed  the  removal 
of  an  ovarian  cyst  after  it  had  burst.  Besides  his  own  two 
cases,  this  one  appears  to  be  the  only  one  of  which  Dr.  Mac- 
donald had  any  knowledge.  He  consulted  Keith  with  regard 
to  his  experience  with  this  complication.  The  latter  had  met 
with  it  only  twice  among  five  hundred  operative  cases,  and 
"  was  not  inclined  to  regard  the  connection  as  otherwise  than 
what  might  be  expected  to  happen  in  a  similar  number  of 
surgical  operations."  One  of  Keith's  cases  was  evidently  a 
parotid  bubo  of  septic  origin.    Macdonald,  however,  looks 

'  Tlie  Medical  News,  October  25,  1884,  p.  469. 

*  Annalcs  de  Gynecologie,  August,  1885,  p.  105. 

»  Fdinburffh  Medical  Journal,  May,  1885,  p.  '1022. 

*  Centralblatt  fiXr  Gynakologie,  No.  47,  1884. 
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upon  "  these  parotitic  inflammations  as  worthy  of  being  noted, 
as  they  fall  in  with  well-known  facts  in  connection  with  re- 
verse sympathy,"  and  that "  it  is  not  too  much  to  expect  that 
the  sympathetic  chain  could  work  backward,  and  that  the 
irritation  of  the  ovarian  nerves  should  produce  inflammation 
of  the  parotid." 

To  the  belief  that  a  kinship  of  sympathy  exists  between 
the  parotid  glands  and  the  adult  sexual  apparatus  I  am  still 
further  inclined  by  a  late  experience.  On  May  5th  of  this 
year  I  operated  on  a  bad  laceration  of  the  cervix.  After  I 
had  left  the  house  a  hemorrhage  started,  and,  before  my 
son,  Dr.  "W.  Constantine  Goodell,  could  reach  the  house, 
the  lady  lost  a  great  deal  of  blood.  She  was  much  weak- 
ened by  it,  and  her  convalescence  was  accordingly  slow,  but 
no  trace  of  fever  showed  itself.  In  the  second  week,  first 
one  and  then  the  other  parotid  gland  began  to  puff.  The 
submaxillary  glands  also  became  tender  and  swollen.  For 
nigh  two  weeks  she  was  unable  to  masticate  solid  food,  and 
she  had  to  be  fed  on  fluids.  She  was  greatly  alarmed,  and 
when  the  glandular  inflammation  left  her — as  it  did  by  reso- 
lution— a  hysterical  trismus  took  its  place,  which  lasted  for 
some  time. 

I  give  these  facts  for  what  they  are  worth.  To  my  mind 
they  are  more  than  mere  coincidences,  and  I  should,  there- 
fore, like  to  hear  from  the  members  present  their  experience 
on  this  point. 

DISCUSSIOK 

Dr.  R.  Staxsbtjet  Sutton,  of  Pittsburg. — I  thank  Dr. 
Goodell  with  all  my  heart  for  the  introduction  of  this  paper, 
for  the  reason  that  in  a  list  of  twelve  ovariotomies  in  my  pri- 
vate hospital,  completed  about  the  first  of  last  July,  I  lost  one 
patient,  who  died  of  a  complication  referred  to  in  this  paper.  I 
was  unfortunate  in  that  I  lost  my  case,  although  there  was  no 
suppuration  of  the  glands.  It  was  operated  upon  in  the  pres- 
ence of  Dr.  Joseph  Taber  Johnson,  who  was  passing  through 
Pittsburg  on  his  way  to  the  Chicago  meeting  last  autumn,  and 
the  patient  did  very  well  for  some  time  ;  not  a  drop  of  pus  was 
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seen.  But,  about  the  time  I  concluded  she  would  need  no  fur- 
ther care,  signs  of  inflammation  made  their  appearance  in  one 
parotid  gland,  which  began  to  swell,  and  at  the  end  of  a  week 
the  other  gland  began  to  swell ;  the  patient  had  a  temperature 
of  99*5°  Fahr.  in  the  morning  ;  101-5  was  the  highest  attained 
in  the  evening.  About  the  tenth  day,  or  in  the  second  week, 
rose-colored  spots  appeared  on  the  chest  and  abdomen,  and  one 
or  two  upon  the  arm  ;  she  had  slight  diarrhea,  but  no  tympani- 
tes nor  soreness.  About  the  beginning  of  the  third  week,  or 
in  the  third  week,  she  suddenly  became  worse.  The  gland 
which  was  first  swollen  began  to  reduce  in  size  ;  the  other  did 
not  increase  in  size.  The  temperature  went  up,  the  pulse  in- 
creased in  frequency,  and  the  patient  died.  I  thought  this  was 
a  case  of  septicemia,  although  I  must  say  that  two  of  my 
professional  brethren  pronounced  it  a  well-marked  case  of 
typhoid  fever.  No  autopsy  was  permitted,  but  I  believe  that 
this  woman  died  of  septicemia.  I  had  intrusted  the  prepara- 
tion of  the  sponges  to  a  nurse,  who  was  as  careful  as  a  nurse 
could  be.  I  did  not  intrust  a  nurse  with  the  preparation  of 
sponges  again  ;  after  this  we  had  no  trouble.  Where  the  poi- 
son got  into  the  patient  I  do  not  know,  unless  there  was  some 
defect  in  the  preparation  of  the  sponges.  Here  was  a  case 
in  which  the  patient  died  and  the  glands  did  not  suppurate. 

De.  Joseph  Taber  Johnson,  of  Washington. — Dr.  Goodell 
speaks  of  three  cases  of  inflammation  of  the  parotid  gland  oc- 
curring in  one  hundred  and  fifty-three  ovariotomies.  I  had  one 
of  these  cases  following  my  first  operation  for  the  removal  of 
an  ovarian  tumor,  weighing  fifteen  pounds,  from  a  patient  sixty- 
five  years  of  age,  in  whom  the  menopause  had.  occurred  fif- 
teen years  previously.  The  operation  was  a  perfectly  simple 
one,  there  being  no  adhesions.  The  incision  was  but  three 
inches  long,  the  sac  was  removed  without  the  slightest  diffi- 
culty, and  the  case  bid  fair  to  be  successful.  About  the  third 
or  fourth  day  after  the  operation  inflammation  of  the  parotid 
glands  began  to  develop.  She  had  the  rose-colored  spots  re- 
ferred to  by  Dr.  Sutton,  and  they  were  so  well  marked  on  the 
face  that  the  case  looked  like  one  of  facial  erysipelas  ;  and,  as 
she  had  the  history  of  recurring  facial  erysipelas  for  several 
years,  we  were  inclined  at  first   to  this  diagnosis.     It  was 
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thought,  however,  later  on,  that  it  was  not  a  case  of  erysipelas, 
but  a  case  of  metastatic  inflammation  of  the  parotid  glands. 
Without  other  symptoms  to  account  for  death,  the  patient 
gradually  sank  and  died  on  the  sixth  day.  The  highest  tem- 
perature reached  was  102*5°  Fahr.  She  had  the  glassy  ex- 
pression of  the  eye  usually  present  in  septicemia,  and  finally 
slight  coma  with  strabismus.  At  the  autopsy  there  was  no 
evidence  discovered  in  the  abdominal  cavity  to  explain  the 
death  of  the  patient.  No  peritonitis  existed  except  a  very 
trifling  amount  about  the  edges  of  the  abdominal  incision. 
The  occurrence  of  this  condition,  described  by  Dr.  Goodell, 
would  possibly  explain  the  death  of  my  patient. 

De.  T.  a.  Emmet,  of  New  York. — I  would  add  to  the  list 
two  cases,  one  occurring  after  operation  for  laceration  of  the 
cervix,  and  the  other  after  closing  a  most  insignificant  vesico- 
vaginal fistula  in  which  the  patient  died,  the  only  case  I  have 
known  of  death  after  the  operation  for  vesico-vaginal  fistula. 
I  have  not  seen  the  condition  after  ovariotomy. 

De.  M.  D.  Mann,  of  Buffalo. — I  wish  to  put  on  record  three 
cases  of  this  complication.  One  occurred  in  the  practice  of  Dr. 
T.  G.  Thomas,  while  I  was  a  hospital  interne.  There  was  dis- 
tinct septicemia  following  ovariotomy.  The  patient  died  be- 
fore suppuration  took  place. 

The  second  case  occurred  in  my  own  practice.  I  removed 
both  ovaries  and  the  uterus.  The  patient  made  a  good  recov- 
ery, but  all  at  once  alarmed  me  by  developing  a  large  swelling 
in  one  parotid  gland  about  the  end  of  the  first  week. 

The  third  case  occurred  in  the  Buffalo  General  Plospital,  in 
the  practice  of  Dr.  E.  M.  Moore,  in  a  boy  who  was  shot  or 
stabbed  in  the  abdomen,  and  enlargement  of  the  parotid  glands 
followed.  This  patient  also  made  a  good  recovery.  I  have 
looked  upon  it,  therefore,  from  this  experience's  a  complica- 
tion which  might  follow  abdominal  wounds  rath^Ahan  wounds 
which  can  be  referred  distinctly  to  the  sexual<jwg2^&^ 

De.  W.  H.  Bakee,  of  Boston. — I  would  aSikon^^ase  oc- 
curring after  Tait's  operation,  in  which  there  waS^p^gation 
of  the  left  parotid  gland  that  delayed  recovery,  but^h'^j'ise 
the  patient  did  very  well.  I  regarded  it  as  a  case  ^seg^c 
origin.  cX'    <^ 
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Dr.  Thaddeus  A.  Reamt,  of  Cincinnati. — I  have  seen  two 
cases  of  inflammation  of  the  parotid  glands  after  operations. 
The  first  was  after  Tait's  operation,  in  which  the  patient  died, 
but  the  glands  did  not  suppurate.  In  this  case  both  glands 
were  enlarged,  and  the  patient  died  on  the  seventh  day  after 
the  operation.  I  attributed  it  to  septicemia.  There  was  con- 
siderable elevation  of  temperature. 

I  have  had  another  case,  occurring  in  a  woman  fifty-four 
years  of  age,  where  I  made  supra-vaginal  hysterectomy  for  re- 
moval of  a  fibro-cystic  tumor  of  the  uterus.  Both  ovaries  and 
tubes  were  also  removed.  The  patient  after  a  long  time  re- 
covered. The  left  parotid  gland  was  very  much  enlarged, 
although  suppuration  did  not  occur.  The  enlargement  took 
place  on  the  fifth  or  sixth  day,  and  I  attributed  it  at  the  time 
to  septicemia,  but  it  is  possible  that  it  was  not. 

De.  Goodell. — We  all  know  that  this  complication  may 
follow  any  severe  surgical  operation,  and  also  that  it  may  occur 
after  prolonged  diseases,  especially  the  exanthematous  ones, 
such  as  typhoid  fever,  scarlet  fever,  etc.  But  I  think  that  the 
point  made  in  my  paper  has  been  sustained  by  the  cases  re- 
ported in  the  discussion — viz.,  that,  while  parotid  bubo  may 
occur  after  ordinary  surgical  operations,  it  is  more  liable  to 
happen  after  operations  upon  the  sexual  organs.  Further,  I 
can  not  help  believing  that  sometimes  the  parotid  inflammation 
is  wholly  independent  of  blood-poisoning,  and  that  in  these 
sympathetic  cases  the  temperature  does  not  rise,  the  pulse  does 
not  beat  faster,  the  gland  does  not  suppurate,  and  the  life  of 
the  woman  is  not  jeopardized. 


PEEISTALSIS    OF  THE   GENITAL    TEACT,  AND 

A  NEW  THEOKY  TO   EXPLAIN   EELAXA- 

TION  OF  THE  YAGINAL  OUTLET 

DUEING  LABOE. 

BY  JAMES   E.   OHADWICK,    M.  D., 
Boston. 

About  two  years  ago,  being  summoned  to  attend  a  young 
primipara  already  in  labor,  I  was  impressed  with  tbe  rigidity 
of  the  perineum  and  the  small  caliber  and  unyielding  charac- 
ter of  the  whole  vaginal  tract.  I  was  fully  convinced  that 
delivery  could  not  be  effected  without  serious  rupture  of  the 
vagina  and  perineum.  Finding  that  she  was  in  the  first 
stage  of  labor,  with  but  slight  dilatation  of  the  external  os 
under  the  operation  of  moderate  uterine  pains,  I  left  her  for 
two  hours  and  returned,  oppressed  with  concern  about  the 
issue  of  the  labor.  To  my  surprise  and  delight  I  found  the 
vaginal  entrance  gaping  and  the  whole  tract  capacious ;  the 
perineum  and  walls  of  the  vagina  were  in  a  state  of  utmost 
relaxation.  I  hastily  inferred  that  the  head  of  the  child 
must  have  escaped  from  the  neck  of  the  womb  and  been 
forced  into  the  vagina  and  down  upon  the  perineum,  so  as 
to  have  produced  the  marked  change  which  I  noted.  This 
proved  not  to  be  the  case  ;  the  external  os  was  fully  dilated, 
but  had  not  retracted  over  the  head,  which  was  firmly  lodged 
at  the  entrance  to  the  pelvis.  Clearly  the  relaxation  of  the 
vagina  and  perineum  were  not  attributable  to  mechanical 
dilatation.  Of  course,  I  was  able  to  recall  many  instances  of 
this  relaxation  in  the  last  stage  of  labor,  yet  my  attention 
had  never  been  riveted  by  its  contrast  with  the  other  ex- 
treme of  rigidity  and  narrowness  by  two  accui-ate  observa- 
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tions  on  the  same  patient.  Delivery  was  completed  without 
rupture,  and  the  notable  phenomena  were  soon  after  rele- 
gated to  the  limbo  of  half-forgotten  observations,  until  they 
were  brought  afresh  into  prominence  by  another  case  of  dif- 
ferent nature. 

Six  months  later  I  was  called  to  a  woman  of  whom  the 
best  and  the  worst  that  can  be  said  is  that,  in  the  words  of 
Bret  Harte,  "her  improprieties  were  purely  professional." 
She  had  been  flowing  for  several  weeks,  owing  to  the  pres- 
ence of  a  fibroid  tumor  as  large  as  a  peach  in  the  fundus  of 
the  womb.  I  prescribed  thirty  drops  of  the  fluid  extract  of 
ergot  three  times  a  day.  A  month  later  she  reported  no 
arrest,  or  even  diminution,  of  the  flow,  and  complained  of 
the  constant  recurrence  of  bearing-down  pains — i.  e.,  of  vio- 
lent uterine  contractions.  That  this  last  interpretation  of 
the  painful  sensations  which  she  had  experienced  was  cor- 
rect may  be  adduced  the  fact  that  the  tumor  was  later  spon- 
taneously forced  down  to  the  external  os  and  removed  with 
the  scissors  after  dilatation  of  the  cervix.  The  immediate 
results  of  my  prescription  were,  of  course,  in  the  highest  de- 
gree unsatisfactory  ;  but  the  chief  complaint  of  the  patient 
was  that  my  medicine  had  caused  great  relaxation  of  the 
vaginal  entrance.  I  was  able  fully  to  corroborate  her  asser- 
tions, for,  instead  of  a  closure  of  the  canal  so  unyielding  as 
greatly  to  impede  the  examination  at  my  first  visit,  and  to 
excite  my  surprise  because  of  her  mode  of  life,  I  found  the 
parts  so  extremely  patulous  as  to  admit  two  fingers  with  the 
greatest  ease.  On  substituting  for  the  ergot  a  mineral  acid 
to  check  the  flow,  the  uterine  contractions  immediately 
ceased  for  the  time  and  the  vaginal  entrance  returned  to  its 
former  tightly  constricted  state. 

This  observation  at  once  allied  itself  in  my  mind  with 
that  made  upon  the  woman  who  was  in  labor,  but  led  me,  of 
course,  to  revise  my  previous  hasty  assumption  that  the 
atonic  condition  of  the  vagina  was  one  of  the  many  provi- 
sions of  nature,  with  special  reference  to  pregnancy  and  its 
termination  by  delivery  of  the  child.    Here  was  precisely  the 
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same  result  in  a  totally  different  sort  of  case.  Yet  tliere  was 
clearly  a  parallel  in  the  object  to  be  attained  in  both — the 
expulsion  of  a  body  from  the  genital  tract,  and,  what  was 
most  to  the  point,  the  initial  stage  of  the  process  of  expulsion 
was  effected  by  the  same  mechanism,  active  contractions  of 
the  womb.  Herein  was  evidently  the  clew  to  the  condition 
of  the  vagina. 

The  question  at  once  presented  itself,  Why  should  con- 
tractions of  the  womb  lead  to  relaxation  of  the  vagina  ?  The 
problem  was  one  of  physiology  and  not  of  physics,  for  in 
neither  instance  was  there  any  mechanical  distention  of  the 
canal.  An  elucidation  of  this  law  may,  I  believe,  be  ob- 
tained by  analogy  with  other  organs  having  a  similar  struct- 
ure and  similar  functions. 

To  trace  this  I  must  recall  to  the  minds  of  those  present 
a  study  that  I  made  several  years  ago  of  "  The  Functions  of 
the  Anal  Sphincters,  so  called,  and  the  Act  of  Defecation."  ^ 
In  this  contribution  I  quoted  from  Gowers  ^  the  following 
description  of  the  peristaltic  action  of  the  intestines : 

"  The  effect,  therefore,  of  the  presence  in  the  intestine  of 
a  mass  of  feces,  or  other  contents,  would  be  to  cause,  first,  in 
the  moderately  contracted  intestinal  wall  in  front  of  it,  an 
increased  contraction,  the  effect  of  which  would  be  to  pre- 
vent the  diffusion  of  the  contents  along  the  intestine  (which 
would  materially  interfere  with  their  movement) ;  secondly, 
complete  relaxation  of  the  next  portion  of  the  intestinal  wall 
into  which  the  contents  of  the  intestine  could  pass;  and,, 
thirdly,  a  strong  contraction  behind,  sustained  and  moving 
as  the  stimulating  body,  as  the  initial  contraction  gave  place 
to  relaxation." 

My  point,  then,  was  to  prove  that  this  physiological  act 
applied  equally  well  to  the  so-called  third  sphincter  and  the 
internal  sphincter,  both  of  which  I  showed  to  be  in  structure 
but  parts  of  the  circular  muscular  layer  of  the  intestine,  and 
to  operate  by  expanding  in  front  of  the  fecal  mass  and  con- 

*  Trans,  Am.  Oynec.  Soc,  vol.  ii,  pp.  43-56,  1877. 
'  F}oc.  Royal  Society,  No.  179,  1877.     Reprint,  p.  7. 
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tracting  beliind  it,  acting  not  as  sphincters  but  as  detrusores 
fcecium.     This  view  lias  met  general  acceptance. 

In  the  Madder  the  circular  fibers  of  the  middle  coat  be- 
come more  pronounced  near  the  orifice  of  the  urethra,  and 
the  "  layer  they  there  form  has  commonly  but  erroneously 
been  regarded  as  the  true  sphincter  vesicoe.  The  fibers  just 
described  may  be  collectively  termed  the  detrusor  urinae,  and 
their  contraction  effects  the  expulsion  of  the  urine  from  the 
bladder."  ^ 

I  have  observed  in  cases  of  irritable  neck  of  the  bladder 
that  pressure  upon  and  irritation  of  the  full  bladder  through 
the  abdominal  wall  has  in  certain  cases  failed  to  cause  evacu- 
ation of  urine  until  peristaltic  action  has  been  set  up  in  the 
■walls  of  the  bladder,  as  was  manifest  to  the  touch  through 
the  abdominal  walls.  This  contraction  gives  rise  to  inhibition 
of  the  unstriped  muscles  encircling  the  neck  (sphincter  vesi- 
cse),  which  counteract  the  reflex  contractions  excited  by  con- 
tact of  the  urine  with  the  abnormally  sensitive  mucous  mem- 
brane covering  these  muscular  fibers,  and  allows  the  urine  to 
flow  through  in  turn.  Peristalsis  in  these  two  organs  does 
not  take  place  in  identically  the  same  manner,  but  differs  to 
meet  the  special  requirements.  In  the  intestine  there  seems 
to  be  a  contraction  of  the  muscles  throughout  the  entire  cir- 
cumference of  one  segment  of  the  tube  during  a  brief  period 
of  time ;  the  inhibition  of  the  next  lower  segment  partakes 
of  the  same  periodicity.  In  the  bladder  there  is  not  nor- 
.mally  a  contraction  of  the  muscular  fibers  of  the  entire  cir- 
cumference at  the  same  time,  but  the  successive  contraction 
of  limited  areas ;  this  modification  may  be  assumed  to  have 
been  designed  to  maintain  continuously  for  a  longer  time  the 
inhibition  of  the  fibers  encircling  and  closing  the  neck  of  the 
bladder.  Each  form  of  peristalsis  is  specially  adapted  to  the 
different  character  of  the  contents  of  each  viscus. 

Let  us  now  consider  what  grounds  there  are  for  attribut- 
ing an  analogous  function  to  the  genital  tract.     The  Fallo- 

*  "  Physiology  of  Micturition  and  Retention  of  Urine,"  by  Henry  Power, 
M.  B.     Practitioner^  January,  18*75,  p.  39. 
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pian  tubes,  nterus,  and  vagina  must  be  regarded  as  one  tube, 
being  differentiated  embryomcally  from  tbe  two  ducts  of 
Miiller.  The  walls  of  all  these  consist  mainlj  of  two  layers, 
the  fibers  of  the  external  being  arranged  longitudinally  and 
those  of  the  internal  transversely,  the  disposition  being  the 
same  as  in  the  intestines  and  bladder.  The  muscles  are  made 
up  entirely  of  unstriped  fibers,  as  in  the  other  organs.  Like 
the  bladder  and  intestines,  the  contractions  of  the  tubes  and 
uterus  are  under  the  influence  of  the  spinal  and  gano-lionic 
systems  of  nerves,  and  occur  rhythmically;  those  of  the 
vagina  in  women  have  not  been  hitherto  observed  or  re- 
corded, but  may,  from  analogy,  be  supposed  to  follow  the 
same  law. 

In  considering  peristaltic  action  of  the  womb  by  virtue 
of  which  it  expels  its  contents— whether  that  be  an  ovum,  a 
ripe  fetus,  a  tumor,  or  a  foreign  body,  such  as  a  sponge-tent— 
we  can  not  fail  to  recognize  a  mode  of  action  similar  to  that 
of  the  other  excretory  organs.  As  the  vagina  is  formed 
from  the  same  embryonic  organs  as  the  uterus,  is  seen  to 
have  its  muscular  walls  made  up  of  the  same  unstriped  fibers, 
arranged  in  the  same  two  layers  of  circular  and  longitudinal 
fibers,  and  is  under  the  control  of  the  same  system  of  nerves, 
it  is  reasonable  to  infer  that  it  possesses  similar  modes  of 
action,  though  these  be  modified  to  meet  the  special  purpose 
for  which  it  is  designed.  It  would  seem  from  my  observa- 
tions that  the  vagina  in  woman  is  not  subject  to  periods  of 
inhibition  and  contraction  corresponding  to  the  contractions 
and  relaxation  of  the  uterine  walls,  but  that  the  inhibition 
does  not  take  place  until  the  tract  of  the  canal  connecting 
with  the  uterine  body— namely,  the  cervix— is  fully  dilated, 
and  that  the  inhibitory  relaxation  thus  established  persists 
until  the  contained  body  is  expelled  and  the  uterine  contrac- 
tions cease.  It  would  seem,  furthermore,  that  the  neck  of 
the  womb  is  not  amenable  to  the  same  inhibitory  influence 
as  the  rest  of  the  genital  tract,  but  requires  to  be  dilated  by 
mechanical  pressure.  This  point  I  am  not  prepared  to  dis- 
cuss now. 

16 
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The  above  pages  were  written  two  years  ago,  when  I  was 
unaware — so  brief  have  been  the  allusions  in  the  text-books 
on  obstetrics — that  the  expulsive  powers  of  the  uterus  and 
vagina  had  been  described  as  a  form  of  peristalsis.  Investi- 
gation, however,  shows  that  the  theory  has  been  to  a  certain 
extent  recognized,  but,  as  it  seems  to  me,  its  importance  in- 
adequately appreciated.  For  instance,  Leishman  devotes  less 
than  a  page  to  the  subject,  referring  only  to  the  uterus,  and 
Lusk  barely  alludes  to  it.  The  fact  that  the  vagina  may  be 
likewise  the  seat  of  peristalsis  is  ignored  in  the  general  trea- 
tises, and  perhaps  properly  so,  as  far  as  the  human  species  is 
concerned,  for  expulsive  action  on  the  part  of  the  vagina  is 
probably  very  slight,  because  it  is  not  needed,  owing  to  the 
comparatively  great  length  of  the  human  product  in  propor- 
tion to  the  length  of  that  organ.  In  many  animals,  however, 
this  disproportion  in  length  does  not  exist,  and  propulsive 
power  will  probably  be  shown  to  take  place  quite  generally 
when  the  mechanism  of  labor  in  them  has  been  more  thor- 
oughly studied.  It  has  been  demonstrated  to  be  a  potent 
factor  in  the  expulsion  of  the  fetus  in  rabbits  by  Kehrer,^  and 
quite  recently  by  Jastreboff.^ 

Kehrer  divides  the  contractions  of  the  uterus  into  three 
varieties — the  progressive,  the  localized  (stricture),  and  the 
universal  (tetanus).  In  his  experiments  with  rabbits,  the  mere 
exposure  to  air  would  often  give  rise  to  a  contraction  which 
advanced  through  the  whole  genital  canal,  while  by  chemical, 
mechanical,  electric,  and  thermal  irritation,  contractions  could 
be  started  at  almost  any  point,  and  were  transmitted  in  one 
or  the  other  direction.  "Most  frequently  the  contractions 
proceed  from  the  abdominal  opening  of  the  tube  to  the 
mouth  of  the  womb — peristalsis ;  less  frequently  in  the  oppo- 
site direction — antiperistalsis.  Moreover,  some  of  the  pro- 
gressive contractions  do  not  originate  at  any  mouth  of  the 
canal,  but  at  some  intermediate  point."  ^ 

'  "Ueber  die  Zusammenziehungen  des  weiblichen  Genitalcanals."  Inaug. 
Diss.,  Giessen,  1863.        '% 

*  "Ueber  die  Contraction  der  Vagina  bei  Kaninchen."  Arcldv  fiir  Physi- 
ologie,  Jahrgang  1884,  Leipsic.  ^  Kehrer,  loc.  cit,  p.  13,  et  seq. 
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"The  contractions  of  the  uterus  during  delivery — the 
true  labor-pains — are  composed  of  three  separate  motions^ 
which  are  completely  blended  together :  of  an  antiperistaltic 
transverse,  a  longitudinal,  and  a  peristaltic  transverse  con- 
traction." 

"  The  contraction  of  the  vagina  in  a  non-pregnant  animal 
is  similar  to  the  above  ;  it  either  follows  immediately  upon 
the  peristaltic  contraction  of  the  uterus,  or  begins  in  the  va- 
gina itself.  Its  course  is  predominantly  peristaltic,  but  anti- 
peristaltic movements  may  be  aroused  by  irritating  the  upper 
end  of  the  vagina  or  the  vestibule." 

Kelirer  sums  up  the  results  of  his  experiments  in  the  fol- 
lowing statements : 

1.  The  solid  or  fluid  contents  are  driven,  either  wholly  or 
in  part,  out  of  the  contracted  segment  of  the  genital  tract. 

2.  When  relaxation  supervenes,  the  contents,  wholly  or 
in  part,  retreat  into  the  segment,  which  has  been  contracted. 

The  same  author  illustrates  many  other  phases  of  the 
theme  which  have  less  bearing  upon  my  topic,  but  records 
one  observation  confirmatory  of  my  theory  as  follows : 
"  After  a  series  of  vaginal  contractions  had  been  observed,  I 
replaced  the  genitals  in  the  abdominal  cavity  and  closed  the 
abdominal  walls  over  them.  The  vulva  was  small  before  the 
observation  and  its  mucous  membrane  was  of  the  usual  red 
color.  It  was  now  seen  to  he  enlarged  in  all  diinensions,  its 
contour  loas  more  rounded^  its  mucous  memhrane  was  swollen 
and  of  a  hluisJi-red  colorP     (The  italics  are  mine.) 

The  above  experiments  were  made  several  years  before 
the  inhibitory  phenomena  were  recognized  as  an  essential 
part  of  peristalsis,  so  that  it  is  no  wonder  that  Kehrer  should 
not  have  explained  this  relaxation  of  the  vaginal  outlet  as  I 
am  seeking  to  do. 

It  is  a  source  of  regret  to  me  that  I  must  present  this  sub- 
ject with  evidence  inadequate  to  compel  assent  to  the  theory 
advanced  to  explain  vaginal  relaxation,  yet  I  trust  that  I  have 
established  a  presumption  in  its  favor  which  will  stimulate 
others  to  make  and  record  observations  in  this  field. 
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I  would  also  insist  upon  the  established  fact  that  peristal- 
sis is  the  normal  mode  of  action  of  each  and  every  division 
of  the  genital  tract,  Fallopian  tube,  uterus,  and  vagina,  and 
that  many  anomalous  phenomena  and  many  symptoms  can 
only  be  correctly  interpreted  by  reference  to  this  mode  of 
motion.  Uterine  colic  is  a  familiar  illustration ;  vaginal  colic 
must  be  rare,  yet  its  assumption  would  alone  explain  the  pe- 
culiar symptoms  in  two  or  three  cases  that  I  can  recall. 
Tubal  colic,  in  various  degrees,  I  believe  to  be  of  very 
common  occurrence,  but  not  easily  demonstrable.  I  believe 
it  to  be  the  true  morbid  phenomenon  that  gives  rise  to  most 
of  the  lancinating  pains  that  are  usually  denominated  as 
ovarian  neuralgia — a  belief  which  receives  much  support  from 
Lawson  Tait's  insistence  upon  the  removal  of  the  tubes  as 
well  as  the  ovaries  in  most  oophorectomies.  In  fact,  the 
evidence  is  so  strong  as  to  raise  the  question  whether  removal 
of  the  ovaries  is  not  superfluous  in  most  of  these  operations. 

The  immediate  expulsion  from  the  vagina  of  the  seminal 
fluid  post  coitum,  and  the  consequent  sterility,  may  be  re- 
garded as  an  illustration  of  exaggerated  peristaltic  action  of 
the  vagina,  as  may  also,  in  a  most  marked  degree,  the  disease 
known  as  vaginismus. 

The  long  discussion  as  to  whether  the  uterus  could  be  re- 
garded as  an  erectile  body,  which  has  finally  been  established 
in  the  negative  by  the  demonstration  that  it  lacks  an  invest- 
ing fibrous  sheath  essential  to  secure  rigidity,  would  have 
been  speedily  silenced  had  it  been  appreciated  that  all  the 
phenomena  adduced  in  proof  of  its  erectility  could  have  been 
equally  well  explained  by  the  theory  of  peristaltic  contraction 
in  the  body  of  the  uterus  with  or  without  its  propagation  to 
the  vagina.  Such  are  a  few  of  the  practical  lessons  to  be 
learned  from  keeping  in  mind  this  important  function  of  the 
whole  genital  tract. 
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CAUSED  BY  THE  FORCEPS. 

BY  THEOPHILTJS   PAKVIN,   M.  D., 

PhUadelphia. 

• 

Ojst  the  thirteenth  of  last  February  I  was  called  to  the 
Philadelphia  Hospital,  because  of  the  tedious  labor  of  C.  H. 

Dr.  Free,  the  interne  who  had  charge  of  the  patient,  told 
me  upon  my  arrival  that  the  first  stage  of  labor  had  lasted 
twenty-four  hours,  and  the  second  had  been  in  progress  more 
than  eight  hours.  The  woman  was  a  primipara,  thirty  years 
old,  constitutionally  feeble,  and  was  suffering  from  chronic 
Bright's  disease. 

The  presentation  was  that  of  the  vertex,  and  the  position 
was  left  occipito-anterior ;  the  head  had  descended  into  the 
pelvic  cavity,  and,  as  there  was  no  disproportion  between 
the  two,  the  tedious  labor  could  only  be  attributed  to  the 
infrequency  and  feebleness  of  the  uterine  contractions. 

I  applied  the  Davis  forceps,  and  assisted  Dr.  Free  in  the 
extraction  of  the  head.  After  the  head  was  born  there  was 
unusual  delay  in  the  expulsion  of  the  shoulders,  and  this 
expulsion  had  to  be  assisted  in  the  interest  of  the  child,  the 
perineum  being  somewhat  torn  in  the  delivery.  The  child 
was  living,  though  feeble,  and  weighed  seven  pounds  and  a 
haK.  Upon  my  visit  the  next  day  my  attention  was  called 
to  the  condition  of  the  infant's  face.  Little  if  any  difference 
could  be  observed,  when  the  child  was  at  rest,  between  the 
two  sides  of  the  face ;  but  when  it  cried  the  left  side  was 
immovable,  the  left  eye  open,  the  left  side  of  the  mouth 
closed,  the  skin  smooth,  "  as  if  ironed  out,"  while  upon  the 
right  side  it  was  drawn  into  wrinkles,  the  angle  of  the  mouth 
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drawn  up,  the  eye  closed.  Scarcely  a  trace  of  pressure  by 
the  forceps  could  be  seen. 

The  paralysis,  which  did  not  seriously  interfere  with  the 
child's  nursing,  was  notably  less  the  third  day,  and  in  ten 
days  had  disappeared,  no  treatment  having  been  employed. 

Obstetric  facial  hemiplegia  of  the  new-born,  whether 
caused  by  the  forceps  or  spontaneous,  does  not  occur  fre- 
quently, though  probably  it  is  less  rare  than  the  few  pub- 
lished cases  of  this  accident  cause  one  to  believe.  The  great 
majority  of  cases  are  not  reported,  while  many  others  are  not 
noticed,  since  the  disorder  is  usually  of  short  duratidto,  and 
so  generally  ends,  without  the  assistance  of  art,  in  recovery. 
Nevertheless,  all  cases  of  this  facial  hemiplegia  do  not  end  in 
recovery,  and  some  may  present  difficulty  in  determining  the 
cause,  while  questions  as  to  treatment  may  arise,  and  there- 
fore I  venture  to  present  the  subject  in  connection  with  the 
case  that  came  under  my  observation,  which  has  been  briefly 
reported. 

Several  years  ago  the  late  Dr.  AKred  H.  McClintock  re- 
ported two  cases  of  "  Spasmodic  Tic  in  Kew-born  Infants." 
A  study  given  by  Dr.  Kidd  to  these  cases,  as  described  by 
Dr.  McClintock,  led  him  to  the  belief,  which  was  doubtless 
just,  that  the  true  disorder  was  facial  paralysis,  and  the  appa- 
rent "  tic  "  was  really  the  normal  action  of  the  healthy,  unan- 
tagonized  by  the  diseased  side. 

Dr.  Evory  Kennedy  has  recorded  four  cases  of  facial 
paralysis  in  new-born  infants,  the  labor  in  each  instance  hav- 
ing been  unassisted.  In  one  case  there  was,  with  right  facial 
paralysis,  paralysis  of  the  third  nerve  of  the  left  side ;  in  a 
second  there  was  paralysis  of  the  right  arm  as  well  as  of  the 
right  side  of  the  face ;  in  a  third  the  right  facial  hemiplegia 
was  associated  with  left  general  hemiplegia ;  while  the  fourth 
case  was  one  of  facial  hemiplegia  alone.  In  all  of  Dr.  Ken- 
nedy's cases  there  was  more  or  less  injury  done  to  the  scalp 
covering  the  parietal  bone  of  the  side  opposite  to  that  on 
which  the  paralysis  occurred.  The  condition  thus  described 
of  course  did  not  stand  in  any  etiological  relation  to  the  pa- 
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ralysis,  but  simply  indicated  the  severe  pressure  the  head  had 
undergone  in  labor.  Dr.  Kidd,  in  an  article  upon  "  Distor- 
tion of  the  Features  in  Newly  Born  Infants,"  has  reported 
three  cases  of  spontaneous  facial  hemiplegia.  In  one  of  his 
cases  there  was  right  facial  paralysis,  and  a  "  small  slough  as 
large  as  a  fourpenny  was  found  at  a  point  anterior  and  supe- 
rior to  the  left  parietal  eminence  "  ;  in  the  second  case,  right 
facial  paralysis,  and  large  tumor  on  the  posterior  superior 
angle  of  the  right  parietal  bone ;  and  in  the  third  case,  right 
facial  paralysis,  and  a  small  slough  occurred  upon  the  left 
parietal  bone.  One  case  of  spontaneous  facial  paralysis  has 
been  reported  as  occurring  in  Depaul's  practice ;  it  affected 
the  left  side. 

ITadaud,  however,  states  that  Depaul  had  also  seen  two 
cases  of  this  disorder  occurring  in  consequence  of  narrowing 
of  the  pelvis,  caused  by  tumors.  Kennedy  gave  great  impor- 
tance in  the  causation  of  spontaneous  paralysis  to  face  pre- 
sentation, and  also  to  long-continued  pressure  against  the 
"  projecting  ischiatic  spines,"  and  remarked  that  several  cases 
of  the  kind  had  occurred  to  him  "  in  which  the  disease  was 
quite  local,  the  paralysis  being  removed  on  the  subsidence  of 
the  tumefaction  produced  by  the  protracted  pressure." 

In  eight  of  the  cases  of  spontaneous  facial  hemiplegia, 
the  side  affected  is  stated,  and  in  six  of  these  it  was  the  right 
one.  This  variety  of  the  affection  is  generally  held  to  be 
less  frequent  than  that  resulting  from  the  forceps;  still  it 
is  not  absolutely  rare. 

Landouzy's  valuable  thesis  in  1839,  which  was  inspired 
by  Dubois,  credits  this  famous  accoucheur  with  having  first 
pointed  out  the  nature  of  the  facial  hemiplegia  of  the  new- 
bom.  In  this  thesis  four  cases  of  the  accident  following  the 
application  of  forceps  are  given.  In  three  of  these  the  posi- 
tion was  right  occipito-posterior,  and  in  one  left  occipito- 
anterior. In  two  of  the  cases  given  by  Nadaud — one  from 
Thierry,  the  other  from  Huchard — the  position  in  each  was 
left  occipito-anterior,  and  this  also  was  the  position  in  my 
own  case.     In  one  of  three  cases  reported  by  Parrot  and 
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Troisier  the  position  was  diagnosed  as  left  occipito-anterior, 
though  it  really  proved  to  be  right  occipito-posterior.  Thus 
eight  cases  of  vertex  presentation,  in  which  facial  hemiplegia 
followed  forceps  delivery,  are  given,  and  in  seven  of  the 
eight — all  but  the  last — the  paralysis  affected  that  side  of 
the  face  which  was  posterior.  Can  an  interpretation  of  this 
fact  be  suggested  ?  One  readily  sees  why,  in  case  of  spon- 
taneous paralysis  arising  from  pressure  at  a  narrowed  inlet, 
the  posterior  side  of  the  face  is  that  which  is  the  more  liable 
to  suffer.  Possibly  this  accident  in  obstetric  hemiplegia, 
affecting  the  side  of  the  face  in  the  back  rather  than  in  the 
front  of  the  pelvis,  indicates  that  the  parallelism  between  the 
maternal  pelvic  and  the  fetal  head  planes  is  not  a  constant 
phenomenon,  hut  that  the  side  of  the  head  directed  toward 
the  posterior  portion  of  the  pelvis  descends  somewhat  lower 
than  that  which  is  in  front ;  in  other  words,  that  there  may 
be  a  lateral  obHquity  which  renders  pressure  upon  the  facial 
nerve  of  the  posterior  side  of  the  face  more  liable  to  occur. 

Instances  of  partial  facial  hemiplegia  have  been  observed. 
In  such  cases  the  forceps-blade  has  pressed,  not  on  the  trunk, 
but  upon  one  of  the  chief  branches  of  the  facial  nerve. 

At  least  one  instance  of  double  facial  hemiplegia  has  been 
observed,  Seeligmiiller  stating  that  he  met  with  such  acase. 

Landouzy  regarded  obstetric  facial  hemiplegia  as  rare, 
because,  the  forceps  usually  being  applied  in  the  direction  of 
the  occipito-mental  diameter,  compression  of  the  facial  nerve 
is  impossible.  On  the  other  hand,  he  has  suggested  the 
almost  complete  absence  of  the  mastoid  process  and  the 
slight  development  of  the  auditory  meatus  in  the  infant  as 
an  anatomical  condition,  rendering  compression  of  the  nerve 
liable  to  occur. 

"While  in  general  these  cases  are  attributed  to  compression 
of  the  facial  trunk  or  of  its  branches,  Parrot  and  Troisier 
have  shown  that  the  lesions  are  fatty  degeneration  of  the 
nerve  and  simple  atrophy  of  the  muscles  it  suppHes.  They 
state  that  the  paralysis  is  shown  immediately  after  the  appli- 
cation of  the  forceps,  because  the  contusion  caused  by  the 
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instrument  is  so  strong,  or  so  prolonged,  as  to  destroy  the 
relations  of  muscles  with,  nerve-centers  by  disorganizing  the 
nerve  at  a  limited  point  as  if  it  was  really  interrupted  in  its 
continuity.  It  lasts  as  long  as  the  consecutive  alteration  of 
the  nerve,  and  disappears  as  it  is  regenerated. 

The  average  period  of  recovery,  which  occurs  in  almost 
all  cases  of  facial  paralysis  caused  by  forceps  delivery,  is  given 
by  Parrot  and  Troisier  as  six  weeks.  Dr.  Weir  Mitchell,  up 
to  18Y2,  had  met  with  three  cases ;  they  all  recovered  within 
a  month  without  treatment.  One  of  Landouzy's  cases  died ; 
the  three  others  recovered,  respectively,  iu  fifteen  days,  in 
eighteen  days,  and  in  two  months.  In  the  cases  collected  by 
Cieslewicz  recovery  took  place  in  all  within  six  days ;  in  those 
he  quotes  from  Osiander,  all  were  well  within  three  months. 

On  the  other  hand,  there  are  instances  where  recovery 
did  not  occur,  notwithstanding  the  confident  prediction  of 
the  medical  attendant.  Duchenne  mentions  seeing  a  girl 
five  years  and  a  half  old,  another  fifteen  years  old,  in  each 
of  whom  facial  paralysis  caused  by  the  forceps  stiU  con- 
tinued ;  the  muscles  gave  slight  response  to  electric  stimula- 
tion, and  he  advised  faradization,  though  he  regarded  it  as 
very  late. 

The  distinction  between  spontaneous  hemiplegia  and  that 
resulting  from  the  forceps  is  generally  readily  made.  The 
fact  that  the  instrument  has  been  used  is  at  once  almost  con- 
clusive proof  of  the  accident  resulting  from  it.  Further, 
if  there  should  be  found  over  the  course  of  the  nerve  the 
marks  of  compression  by  the  blade  of  the  forceps,  the  con- 
clusion that  it  was  thereby  caused  naturally  follows.  Lan- 
douzy  stated  that  if  the  paralysis  was  shown  immediately 
after  dehvery,  if  it  affected  only  the  muscles  supplied  by  the 
facial,  without  lesion  of  sensibility,  without  deviation  of  the 
tongue  or  of  the  uvula,  if  all  the  senses  are  intact,  if  there 
was  no  paralysis  of  any  other  part  of  the  body — in  the  great 
majority  of  such  cases,  without  knowing  where  the  forceps 
was  applied,  one  can  affirm  that  it  has  compressed  the  sev- 
enth pair  of  nerves. 
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Deviation  of  the  tongue  and  of  the  uvula  would  not  be 
regarded  as  necessary  phenomena  occurring  if  the  cause  of 
the  paralysis  were  not  an  external  injury  to  the  nerve ;  so 
far  as  change  in  the  position  of  the  uvula  is  concerned  in 
^  such  paralysis,  this  may  cause  it  to  turn  toward  the  sound 
or  to  the  diseased  side.  But  the  velum  palati  hangs  loosely 
down  on  the  paralyzed  side,  occupying  a  lower  position  than 
on  the  sound  side ;  difficulty  of  swallowing  is  often  present. 
Eoger  states  that  if  with  the  facial  hemiplegia  there  is  paraly- 
sis of  the  internal  parts  of  the  mouth,  the  nerve  is  altered, 
compressed  before  it  enters  the  petrous  portion  of  the  tem- 
poral bone,  and  a  profound  change  beyond  the  resources  of 
art  is  indicated. 

Dr.  Weir  Mitchell  has  narrated  an  interesting  case  of 
facial  paralysis  which  occurred  independently  of  the  use  of 
the  forceps ;  the  history  is  as  follows :  "  I  have  also  seen  a 
patient — sent  to  me  from  Delaware,  the  child  of  a  physician — 
in  whom  there  was  a  left  facial  palsy  following  a  failure  to 
terminate  a  labor  by  the  forceps.  The  birth  occurred  natu- 
rally several  hours  afterward.  The  palsy  existed  from  birth, 
and,  at  the  sixth  week,  when  seen  by  me,  was  complete.  I 
decided  against  the  instrument  as  a  cause,  since  there  was 
no  mark  of  violence,  and  because  there  was  not  only  a  hang- 
ing down  of  the  palate  on  the  affected  right  side,  but  also  of 
the  posterior  palatine  arch,  with  edema  of  these  parts,  and 
because  of  a  slight  dryness  and  loss  of  epithelia  on  the 
tongue  limited  to  the  diseased  side. 

"  The  child  died  soon  after  of  convulsions,  with  discharge 
of  offensive  and  bloody  matter  from  the  right  ear." 

As  to  the  absence  of  any  mark  of  violence,  especially  at 
the  expiration  of  six  weeks,  being  proof  that  the  forceps  had 
not  caused  the  injury,  it  should  be  remembered  that  Lan- 
douzy  has  stated  that  the  forceps  may  have  compressed  the 
facial  nerve  severely  enough  to  paralyze  it,  without  leav- 
ing upon  the  exterior  any  trace  of  its  action.  The  rest  of 
the  argument  is,  of  course,  quite  conclusive. 

There  is  little  to  be  said  as  to  the  treatment  of  facial 
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hemiplegia  caused  bj  tlie  forceps.  All  agree  that  nothing  is 
to  be  done  during  the  first  few  weeks  save  giving  proper 
care  to  the  hygiene  of  the  infant.  Landouzy  suggested,  if 
the  disease  was  prolonged,  vesication  with  ammoniacal  po- 
made, or  electrization.  Duchenne  advises  resort  to  electricity 
if  the  palsy  lasts  longer  than  a  month,  while  Nadaud  would 
wait  until  two  or  three  months ;  then  use,  first,  the  induction 
current,  and,  if  the  muscles  did  not  contract,  the  continuous 
current. 
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DISCUSSION. 

Dr.  Ellwood  Wilson",  of  Philadelphia. — I  will  simply  say 
that  I  have  seen  such  a  result  from  the  application  of  the  for- 
ceps in  a  number  of  instances,  sometimes  in  my  own  practice 
and  sometimes  in  that  of  others.  I  have  no  recollection  of  the 
spontaneous  occurrence  of  the  condition.  I  have  never  seen  it 
in  prolonged  hard  labors  unaided. 

Dk.  Parvin. — I  would  like  to  ask  Dr.  Wilson  if,  in  his  ex- 
perience, it  has  been  the  side  of  the  face  posterior  which  has 
been  paralyzed. 

Dr.  Wilson. — I  think  the  instances  in  which  I  have  seen  it 
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most  frequently  are  those  in  which  the  head  presents  to  the 
right  posterior  position,  and,  after  tedious  effort,  it  rotates  to 
the  right  anterior  plane.  The  patient  becoming  exhausted 
necessitates  the  use  of  the  forceps.  The  accident  to  the  child, 
or  the  paralysis,  results  from  not  carrying  the  female  or  second 
blade  sufficiently  high  up  or  over  the  head. 

Dr.  Goodell,  of  Philadelphia. — I  have  seen  it  occur  in 
practice,  and  in  every  instance  it  has  been  upon  the  right  side. 
The  reason  is  this  :  the  two  great  positions  of  the  vertex  are 
the  occipito-anterior  to  the  left  and  the  occipito-posterior  to 
the  right,  and  in  the  adjustment  of  the  forceps  in  their  oblique 
application  to  the  head — that  is  to  say,  along  the  sides  of  the 
pelvis — one  blade  approaches  the  brow  of  the  right  side  of  the 
face,  and  presses  upon  that  nerve.  In  the  first  position  it  is 
the  anterior  side  of  the  head  ;  in  the  occipito-posterior  position 
to  the  right  it  is  the  posterior  side  of  the  head  which  receives 
the  pressure. 

Dr.  a.  J.  C.  Skene,  of  Brooklyn. — The  point  of  greatest 
interest  to  me  is  the  differential  diagnosis  between  paralysis 
produced  by  injury,  as  by  the  use  of  the  forceps,  and  the  paraly- 
sis which  often  occurs  from  apoplexy  in  tedious  and  difficult 
labors.  It  is  a  well-known  fact,  proved  by  autopsies,  that  apo- 
plexy belongs  to  the  two  extremes  of  life.  It  occurs  in  young 
children  and  in  advanced  life,  I  am  sure  that  the  accoucheur 
often  gets  the  credit  of  producing  paralysis  when  it  is  due  to 
intra-cranial  hemorrhage,  and  the  points  of  differential  diag- 
nosis are  of  great  importance.  In  one  case  the  paralysis  may 
be  permanent,  whereas  in  the  other  it  will  probably  terminate 
in  recovery.  There  is  but  little  difficulty  in  differential  diag- 
nosis except  in  one  complication  ;  that  is  where  the  paralysis 
has  been  produced  by  pressure  upon  the  facial  nerve,  and 
paralysis  of  the  arm  on  the  same  side  produced  by  injury  in 
delivering  the  shoulder.  I  have  just  seen,  in  consultation  with 
Professor  Polk,  of  New  York,  a  case  of  that  kind.  It  was  one 
of  exceedingly  difficult  labor  (forceps  being  used),  and  where 
paralysis  of  the  facial  nerve  was  produced  upon  one  side,  and 
also  where  one  arm  was  very  much  injured,  the  doctor  being 
placed  under  circumstances  where  it  was  necessary  to  effect  de- 
livery under  great  difficulties,  and  where  it  was  exceedingly 
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important  that  a  millionaire  should  be  bom  alive.  One  of  the 
results  was  that  he  injured  an  arm,  and  there  was  paralysis  of 
both  the  arm  and  face.  In  another  case  that  I  recall  I  was  at 
first  inclined  to  believe  it  was  due  to  injury  produced  by  an 
apoplectic  clot,  because  there  was  no  appearance  of  contusion  ; 
but  after  a  short  time  hemorrhage  gave  rise  to  ecchymosis 
about  the  shoulder,  and  the  diagnosis  of  traumatism  was  made 
out ;  the  case  progressed  favorably  and  came  out  all  right. 

Dk.  "W.  L.  Richardson^,  of  Boston. — I  can  confirm  what 
the  writer  of  the  paper  has  said,  and  also  what  has  been  said 
by  Dr.  Goodell.  In  the  Boston  Lying-in  Hospital  during  the 
past  ten  years,  as  I  remember,  nearly  all  the  cases  of  this  kind 
have  occurred  upon  the  right  side  of  the  face.  I  recall  one 
case  in  my  private  practice  where  there  was  a  bony  tumor  upon 
the  left  side  of  the  symphysis  pubis,  and  which  delayed  the 
labor.  The  patient's  friends  refused  to  allow  the  forceps  to 
be  used,  and  delivery  was  followed  by  facial  paralysis  upon 
that  side.  I  have  also  seen  it  in  two  cases  where  I  have  ap- 
plied the  forceps  after  version.  I  have  never  done  anything 
for  it,  and  all  have  recovered.  I  can  not  remember  a  case 
which  has  not  terminated  favorably.  In  the  hospital  the 
women  leave,  as  a  rule,  some  time  during  the  third  week  after 
delivery,  if  not  before,  and,  so  far  as  I  can  remember,  the  paraly- 
sis occurring  in  the  hospital  cases  had  disappeared  before  the 
mothers  were  discharged. 

De.  Parvin, — I  think  the  histories  of  the  cases  I  have 
given,  and  the  remarks  which  have  been  made  by  the  gentlemen, 
confirm  the  suggestion  made  that  the  head  descends  somewhat 
obliquely,  and  that  it  is  the  side  of  the  face  which  is  lower 
down  which  is  most  liable  to  be  compressed.  I  think  the  cases 
quoted  from  Duchenne  should  make  us  cautious  as  to  prog- 
nosis. All  that  we  can  safely  say  is,  that  probably  cases  of 
facial  paralysis  caused  by  the  forceps  will  recover  spontane- 
ously. If  recovery  has  not  occurred  at  the  expiration  of  two 
months,  suitable  treatment  should  be  begun. 


THE    GEmi-PECTOEAL    POSTUEE— ITS    YALUE 

IN  IMPEDED  UTEEINE  EEDUCTION  AND 

IN  THE  PEOLONGED   NAUSEA  AND 

YOMITING  OF  PEEGNANCY. 

BT   HESTET  F.    CAMPBELL,   M.  D., 
Auffusia,  Georgia, 

In  our  professional  treatment  of  the  pregnant  woman 
there  are  few  disorders  more  embarrassing  than  the  extreme 
and  obstinate  nausea  and  vomiting  which  not  infrequently 
are  attendants  on  gestation.  A  certain  amount  of  "morn- 
ing sickness,"  or  even  hours  of  nausea  during  the  day,  alter- 
nated by  intervals  of  relief,  in  which  food  can  be  retained 
and  adequate  nutrition  secured,  are  occurrences  so  common 
as  to  be  accounted  among  the  normal  signs  of  pregnancy. 
They  are  rarely  made  the  occasion  of  an  appeal  for  medical 
advice. 

It  is  when  this  mild  disturbance,  generally  regarded  as 
trivial  and  a  matter  of  course,  becomes  exaggerated  in  its 
character  and  unremitting  in  its  endurance — so  as  to  disable 
the  retentive  power  of  the  stomach  and  to  obstruct  nutrition, 
causing  emaciation  from  starvation,  and  bringing  the  sufferer 
and  her  offspring  to  the  verge  of  the  grave  by  hunger  and 
inanition — that  both  the  physician  and  the  patient  at  once 
painfully  recognize  the  danger  and  difl5culty  of  the  situation, 
and  become  penetrated  with  the  ghastly  intuition  of  despair. 

In  a  former  meeting  of  this  Society  ^  I  had  the  privilege 

•  "  Rectal  Alimentation  in  the  Nausea  and  Inanition  of  Pregnancy  ;  Intesti- 
nal Inhaustion  the  True  Solution  of  its  Efficiency."  Ame7-ican  Gynecological 
TransaciionSy  vol.  iii,  1878. 
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of  discussing  at  some  length  the  importance  of  rectal  alimen- 
tation in  such  cases  of  gastric  disability  from  the  same  cause, 
and  to  present  it  as  a  valuable  resource  for  sustaining  the 
nutrition  and  life  of  the  sufferer,  even  in  cases  in  which  all 
remedies  had  failed  to  arrest  the  vomiting.  I  presented  it 
as  an  escape  from  that  most  dangerous  and  questionable  ref- 
uge of  despair  so  often  suggested  in  such  cases — I  mean  in- 
duced abortion.  It  is  my  intention  on  this  occasion  to  pre- 
sent mj  experience  in  a  method  or  device  even  more  widely 
and  numerously  applicable  to  cases  of  reflex  nausea,  and  one 
which  long  and  abundant  experience  has  demonstrated  to  me 
its  high  value  in  abating  and  often  removing  the  nausea  and 
restoring  the  retentive  capacity  of  the  stomach  under  buccal 
ingestion.  This  valuable  resource,  as  indicated  in  the  title  of 
this  communication,  is  automatic  reduction  of  the  gravid 
dislocation  in  the  genu-pectoral  posture  ;  for  such  a  dislo- 
cation, either  with  or  without  impaction,  will  nearly  always 
be  found  to  exist,  and,  when  existing,  to  constitute  the  en- 
tire or  principal  cause  of  the  severity  and  persistence  of  the 
distressing  reflex  gastric  phenomena. 

In  my  first  paper  ^  on  the  postural  treatment  of  uter- 
ine displacements  (April,  1875)  I  briefly  enumerated  the 
various  hystero  -  dynamic  reflexes  to  which  the  pregnant 
woman  is  liable,  and  prominent  among  them  I  noted  gravid 
nausea  as  one  greatly  and  promptly  to  be  relieved  by  auto- 
matic replacement  of  the  gravid  uterus  by  the  pneumatic  re- 
positor  applied  in  the  genu-pectoral  position.  The  following 
paragraph  will  be  found  to  present  the  importance  then  at- 
tached by  me  to  the  expedient :  "  I  can  not  but  believe  that 
to  uterine  displacements  more  than  to  any  other  cause,  more 
than  to  all  other  causes  combined,  is  due  the  alanning  fre- 
quency of  abortions  in  the  period  before  and  about  the  time 
of  quickening.     Frequent  replacement  lessens  these  dangers, 

'  "  A  Resum6  of  a  Report  on  Position,  Pneumatic  Pressure,  and  Mechanical 
Appliance  in  Uterine  Displacements,"  read  before  the  Georgia  Medical  Associa- 
tion at  Savannah,  April  23,  18Y5.  See  June  number  Atlanta  Med.  and  Surg. 
Journal,  ISYS  ;  also  more  fully  in  pamphlets  of  same  date. 
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facilitates  quickening,  or,  at  least,  ascent  of  the  womb,  and 
anticipates  the  liability  to  impaction.  Nightly  self-re- 
jplacement  greatly  mitigates,  indeed,  often  entirely  relieves, 
the  irritations,  whether  local  or  reflected,  which  are  known 
to  arise  from  varying  degrees  and  forms  of  displacement 
which  are  not  only  incident  to,  but  are  almost  normal  attend- 
ants upon,  the  earlier  months  of  pregnancy.  Every  one  is 
familiar  with  the  distresses  arising  from  these  gravid  dis- 
placements. Locally,  they  are :  Yesical  and  rectal  irritation ; 
tenesmus ;  sense  of  weight  and  downward  pressure — "  falling 
out "  ;  vaginal  and  vulvar  irritation  ;  leucorrhea,  sometimes 
with  dangerous  contractions ;  frequent  uterine  and  abdominal 
pains,  with  threatenings  of  abortion.  Among  the  reflex  irri- 
tations of  early  pregnancy  which  are  exaggerated  by  "gravid 
displacement,"  perhaps  nausea,  or  "  morning  sickness,''*  is 
the  m^ost  'prominent  a/nd  distressing ;  for  it  will  he  under- 
stood that  lying  down  all  night  ivill  not  heneflt  a  prolapsus 
unless  replacement  has  heen  made  on  going  to  hed.  Hysteri- 
cal nervousness,  wakefulness,  and  many  of  the  nondescript 
miseries  of  these  early  months  are  also,  as  every  one  knows, 
but  manifestations  of  reflected  uterine  irritation." 

From  the  above  record  it  will  be  seen  that  I  had  given 
an  early  recognition  to  gravid  displacement  as  one  of  the 
principal  causes  of  prolonged  nausea  and  vomiting  in  preg- 
nancy, and,  further,  that  I  then  regarded  postural  pneumatic 
replacement  as  an  expedient  almost  indispensable  for  its  re- 
lief. The  subject  had,  long  previous  to  that  date,  strikingly 
elicited  my  attention  and  occupied  my  careful  study — indeed, 
more  than  this ;  so  constantly  had  it  been  a  measure  of  prac- 
tice with  me  before  that  time,  and  more  especially  since  de- 
vising a  means  for  self-replacement,  that  there  are  scarcely 
any  of  those  who  have  ever  consulted  me  at  any  time  for 
this  distressing  reflex  of  the  pregnant  condition  who  are  not 
fully  aware  of  the  value  of  genu-pectoral  replacement  as 
performed  for  them  by  myself  manually,  or  who  have  not 
become  familiar  with  the  use  and  benefits  of  the  pneumatic 
repositor  to  allay  or  to  prevent  the  distress  of  excessive  nau- 
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sea  and  vomiting,  besides  many  other  of  the  dis3omforts  in- 
separable from  the  earlier  months  of  pregnancy. 

GENU-POSTUEAL   ATTITUDES. 

As  it  is  now  nearly  ten  years  since  I  have  had  the  oppor- 
tunity of  making  any  publication  on  the  subject,  my  last 
paper  being  a  report  read  before  this  Society  at  our  first 
meeting  (New  York,  September,  1876),  I  will  ask  the  privi- 
lege, before  presenting  the  cases  which  are  the  occasion  of  the 
present  remarks,  to  occupy  some  time  in  the  discussion  of 
the  genu-pectoral  posture  itself,  and  of  some  of  the  strict- 
ures and — as  I  believe  some  of  them  to  be — misconceptions  in 
regard  to  it  which  have  appeared  during  the  lapse  of  that 
decade. 

The  term  "  genu-pectoral "  was  first  used  by  myself  in  a 
synoptical  report  read  before  the  Georgia  Medical  Associa- 
tion at  its  meeting  in  Savannah,  April  23, 1875.  It  was  de- 
vised to  designate  and  to  accurately  describe,  as  well  as  to 
differentiate  also  from  several  others,  a  position  which,  though 
the  profession  had  been,  in  earlier  periods,  somewhat  famil- 
iar with,  had,  for  almost  half  a  century,  seemingly  disap- 
peared, with  a  few  exceptions,  from  medical  literature. 
Though  adopted  by  some,  as  also  the  knee-elbow  position,  for 
certain  surgical  operations  within  the  vagina,  the  genu-pec- 
toral posture  seemed  to  be  seldom  or  never  referred  to  as  an 
available  adjunct  in  the  reduction  of  uterine  dislocations. 
At  the  present  time  I  would  be  greatly  surprised  and  disap- 
pointed to  learn  that  any  gynecologist — whatever  else  he 
might  find,  or  think  he  found,  it  necessary  to  do  in  addition 
— would  attempt  to  replace  the  uterus,  non-gravid  or  gravid, 
in  any  of  its  dislocations,'  complicated  or  simple,  without  first 

'  It  ■will  here  be  understood  that  I  do  not  refer  to  flexions  of  the  womb. 
These  are  intrinsic  affections,  which  I  class  as  distortions  or  alterations  in  the 
normal  form  of  the  organ.  These  are  by  some  named  indifferently  with  the  ver- 
sions or  obliquities  of  the  uterus.  The  flexions,  however,  seldom  exist  without 
some  accompanying  displacement,  the  correction  of  which  last,  whether  by  postu- 
ral replacement  or  otherwise,  does  not,  of  course,  relieve  the  distortion,  be  it 
anteflexion  or  retroflexion.  Conditions  so  different  as  flexions  and  versiona 
16 
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placing  the  woman  in  the  genu-pectoral  posture  and  allow- 
ing air  to  enter  the  vagina. 

The  object  of  that  first  paper  (April,  1875)  was,  first, 
briefly  to  call  the  attention  of  the  profession  to  this  postural 
method  in  all  attempts  at  uterine  replacement;  second,  to 
show  the  indispensableness  of  allowing  air  to  enter  the  vagina 
— "  to  break  the  suction  " — that  the  reversed  gravity  might 
act  in  the  uterine  reduction  ;  and,  lastly,  to  supply  a  means 
of  self-replacement  —  the  pneumatic  rejpositor — by  which 
the  patient  could  accomplish,  in  most  cases,  the  automatic 
reduction  of  the  uterus  by  the  simple  introduction  of  this 
"  air-way  "  while  in  the  genu-pectoral  position. 

At  the  first  meeting  of  this  Society  (Academy  of  Medi- 
cine, New  York,  September  13,  1876)  I  read  a  more  ex- 
tended paper  ^ — indeed,  the  full  report,  the  resume  of  which 
had  been  presented  at  Savannah,  April  23,  1875.  In  this 
paper  I  was  careful  to  present  researches  into  the  history 
and,  as  far  as  I  could  learn  it,  the  origin  of  this  postural  de- 
vice from  the  earliest  times.  I  could  trace  it  back  clearly  to 
the  time  of  Deventer  (1701);  but,  in  a  work'^  published  by 
von  Ritgen  in  1820,  there  was  found  a  fuller  discussion  of 
this  and  other  postural  methods  as  used  in  obstetrics  princi- 
pally, and  somewhat  in  the  gynecology  of  that  early  day. 

This  last  author  refers  to  various  modifications  of  the 
knee-posture — knees  and  hands,  knees  and  chin,  knees  and 
elbows,  and  knees  and  breast.  I  classed  all  these  varieties 
under  the  common  head  of  "  Genu-postural  Attitudes" — 
thus :  genu-manual,  genu-mental,  genu-cubital,  and  genu-pec- 
toral. This  substitution  was  made  in  order  that  the  classic 
derivation  might  secure  definiteness  to  the  several  modifica- 
tions in  all  languages. 

ehould  uo  longer  be  designated  by  the  same  name.  Modern  gynecology  should 
be  relieved  from  such  confusion. 

'  "  Pneumatic  Self -replacement  in  Dislocations  of  the  Gravid  and  Non-gravid 
Uterus."  American  Oynccological  Transactions,  vol.  i,  p.  198,  New  York,  Sep- 
tember 13,  1876. 

•  Die  Anzeiffcn  dcr  McchaniscJien  Hulfcn  hd  Erdhindungen.  Ferdinand  Au- 
gust von  Ritgen.     Giessen,  1820,  p.  154  et  scq. 
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The  last  of  these,  the  genu-pectoral,  was  the  only  position 
I  sought  to  bring  into  requisition  as  the  posture  for  uterine 
reduction. 

Just  at  this  point,  and  while  indicating  the  singleness  and 
entire  separateness  from  all  others  of  the  position  1  advocate 
for  uterine  reduction,  I  am  glad  courteously  to  render  an 
explanation.  Repeated  reference  to  the  subject  on  various 
occasions  and  in  different  printed  papers  has  been  made  by 
a  respected  Fellow  of  this  Society,  Dr.  Nathan  Bozeman,  of 
New  York.  This  is  the  first  occasion  since,  that  I  have  had 
to  make  any  remarks  on  the  gena-pectoral  posture.  I  now 
respectfully  give  the  reason,  which  I  hope  will  be  satisfac- 
tory, why,  as  it  is  claimed,  attention  has  not  been  called  in 
any  part  of  ray  two  former  brief  papers  to  the  position  and 
to  the  accompanying  .arrangement,  devised  by  himself  for 
surgical  procedures  within  the  vagina. 

Few,  I  think,  could  have  been  more  conscientious  than 
myself,  as  those  papers  will  show,  in  according  to  every  one 
his  full  measure  of  originality  in  anything  that  tended,  either 
recently  or  in  the  past,  however  distant,  toward  the  perfec- 
tion of  this  method,  revived,  perfected,  and  named  by  me, 
and  given  wide  currency,  claiming  for  it,  as  I  do  now,  that 
it  is  an  indispensable  requisite  in  uterine  reposition. 

In  one  of  Dr.  Bozeman's  most  decided  references  to  the 
subject  of  a  previous  recognition  by  him  of  the  value  of  pos- 
tural methods  in  uterine  replacement,  he  calls  attention  to  the 
position  and  devices  used  by  him — with  the  date  of  their  ap- 
plication— in  the  several  operative  procedures  in  vesico-vagi- 
nal  fistula,  and,  more  recently,  for  "  columning  the  vagina " 
by  packing  with  tampons  of  cotton.  I  here  refer  to  a  portion 
of  Dr.  Bozeman's  remarks  from  the  Atlanta  Medical  Regis- 
ter^ December,  1882.^  It  will  be  found  that  the  Vn^'^-elboio 
or  ^QViM-cuhital  position  is  the  one  used  by  him  so  long  ago 
(1853),  and  not  the  genu-pectoral,  "  with  the  chest  resting  on 
the  same  horizontal  plane  with  the  knees,"  as  I  have  described 

'  "  The  Value  of  Graduated  Pressure  in  the  Treatment  of  Diseases  of  the 
Vagina,  Uterus,  Ovaries,  and  other  Appendages."     Vol,  ii,  No.  S,  p.  129. 
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it,  but  on  a  support  wliicli  elevates  the  chest  to  a  level  with 
the  hips.  The  doctor  terms  this  the  " knee-elbow  position" 
— of  which  it  is  indeed  the  equivalent ;  nay,  even  more,  it  is 
equal  in  elevation  to  the  genu-manual,  while  he  terms  the 
one  I  recommend  the  "  exaggerated "  knee-elbow  position. 
Well,  then,  it  is  this  "  exaggerated  "  position,  and  this  only^ 
that  I  recognize  as  the  genu-pectoral,  and  as  the  only  one 
which  I  have  heretofore  employed  or  can  now  recommend 
for  uterine  replacement,  however  more  convenient  any 
other  may  be  for  prolonged  surgical  operations  within  the 
vagina. 

Dr.  Bozeman  has  quite  fairly,  and  perhaps  somewhat  in- 
genuously, introduced  the  illustration  from  my  paper  side 
by  side  with  his  own.  I  respectfully  ask  the  same  privilege 
in  answering  his  claim  for  identity  in  the  two  positions  rep- 
resented. 


€&    1 


Fig.  1. — Dr.  Bozeman's  representation  of  "  the  knee-chest  position  upon  his  Sup- 
porting and  Confining  Apparatus."     (Reduced  from  Bozeman.) 


These  are  his  remarks  relating  to  the  two  illustrations : 
"  In  the  New  Yoi'Tc  Medical  Journal  for  February,  1S59,  in 
an  article  entitled  '  Remarks  on  the  Advantages  of  a  Sup- 
porting and  Confining  Apparatus  and  a  Self -retaining  Specu- 
lum in  the  Operation  of  Yesico-vaginal  Fistula ;  Modes  of 
Certain  Forms  of  Suture ;  their  Eesults  practically  contrasted 
in  the  same  Cases  and  upon  the  same  Fistulous  Openings,' 
I  introduced  a  cut  to  show  the  knee-chest  position  of  the 
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patient  upon  my  supporting  and  confining  apparatus,  and 
the  principal  objects  souglit  to  be  attained  by  it,  to  wit : 

"  1.  Extension  of  the  vertebral  column  and  relaxation  of 
the  abdominal  muscles  essential  to  free  gravitation  forward 
of  the  pelvic  and  abdominal  viscera. 

"  2.  Support  and  mechanical  confinement  of  the  patient 
by  controlling  muscular  action  at  certain  points  without  en- 
cumbering the  abdomen  or  interfering  with  the  functions  of 
respiration  and  circulation. 

"  3.  The  safe  administration  of  anesthetics. 


Fig.  2.— Eetroversion  of  the  Uterus  in  the  Genu-pectoral  Posture  before  Eeduction. 
Campbell.     (Diagrammatic.) 

"  Fig.  1  shows  the  apparatus  at  work  in  the  knee-chest  [!] 
position ;  Fig.  2  shows  the  exaggerated  knee-elbow  position. 

"In  regard  to  the  latter  position,"  continues  Dr.  Boze- 
man,  "  I  would  say,  as  viewed  from  an  historical  standpoint, 
it  came  into  use  contemporaneously  with  that  of  the  knee- 
elbow  position,  since  it  is  well  known  by  all,  who  have  had 
any  experience  with  the  knee-elbow  position,  that  a  patient, 
when  placed  in  it  for  examination  or  operation,  almost  al- 
ways sinks  from  fatigue  and  exhaustion  into  the  exaggerated 
knee-elbow  position,  as  above  shown,  and  therefore  the  ad- 
vantages and  disadvantages  of  it  must  have  been  long  and 
weU  understood  in  practice. 

"  From  the  beginning  of  my  experience  with  the  knee- 
elbow  position  (1853)  my  object  always  was  to  prevent  the 
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patient  from  getting  into  this  exaggerated  Jcnee-elbow  posi- 
tion,^ whicli  I  effected  by  placing  a  support  under  the  chest 
BO  as  to  bring  the  body  up  to  a  horizontal  plane,  as  shown  in 
Fig.  1.  In  this  way  I  avoided  one  of  the  disadvantages  ^  of 
the  position — perhaps  the  most  important — namely,  the  cut- 
ting off  of  the  light^  from  the  vesico- vaginal  septum  and  cervix 
uteri.  My  supporting  and  confining  apparatus,  as  here  illus- 
trated, was  simply  an  improvement  upon  my  simple  bench- 
support,  usually  extemporized  for  the  occasion  of  converting 
an  exaggerated  into  a  knee-chest  position." 

"Dr.  Henry  F.  Campbell — from  whose  article  I  have 
copied  this  cut,  which  was  published  in  the  Transactions  of 
the  American  Gynecological  Society  for  1876,  seven  years 
later,  and  entitled  '  Pneumatic  Self-replacement  in  Disloca- 
tions of  the  Gravid  and  Non-gravid  Uterus ' — must  also  have 
known  the  fact  here  stated,  and  yet  he  claimed  it  as  some- 
thing which  had  scarcely  been  known,  up  to  the  time  of  his 
writing,  for  practical  use  in  the  treatment  of  prolapsus  and 
retroversion  of  the  uterus.  ITot  only  this ;  he  named  it  '  the 
Genu-pectoral  Position  ' — the  English  [Latinized  ?]  designa- 
tion of  my  position  [?] — the  knee-chest,  published  nine  years 
before,  and,  what  is  still  stranger,  without  making  any  ac- 
knowledgment or  explanation  for  so  doing.  In  all  of  my 
references  to  the  knee-chest  position  in  these  remarks  I  mean 
the  one  with  the  hody  of  the  patient  resting  on  a  horizontal 
plane  upon  my  supporting  and  confining  apparatus,  or  any 
improvised  support,  and  the  exaggerated  knee-elbow  position 
with  the  hreasts  of  the  patient  on  the  same  plane  with  the 
knee  as  here  illustrated  hy  Dr.  CampbelV  ^ 

In  reply  to  these  not  weU-considered  remarks,  I  must  say 
that  I  think  any  observant  reader  will  decide  that  Dr.  Boze- 
man  has  fully  answered  himself  both  in  his  text  and  illus- 
trations, so  far  as  regards  the  charge  that  I  have  been  claim- 
ing and  giving  a  name  to  "  his  position  "  and  then  using  it 
as  a  method  or  device  for  uterine  reposition.  I  most  ear- 
nestly hope,  for  the  interest  we  all  have  in  the  success  of  the 
*  The  Italics  are  mine. — H.  F.  C.         '  The  Italics  are  my  own. — H.  F.  C. 
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treatment,  that  his  persisting  in  giving  this  position  (which  I 
have  named,  but  have  never  claimed)  the  vjrong  name  will 
not  produce  confusion  in  the  minds  of  those  who  may  re- 
quire to  use  it  for  the  purpose  for  which  I  have  recom- 
mended it.  No  position  in  which  the  chest  is  elevated  upon 
the  elbows,  and  especially  when  it  is  pressed  upon  a  support, 
as  in  his  knee-bench  posture,  can  be  relied  upon  for  a  satis- 
factory reduction  of  the  uterus  in  any  of  its  dislocations. 

Now,  in  regard  to  the  graver  and  more  serious  charge, 
that  I  have  willfully  neglected  to  give  due  recognition,  on 
all  proper  occasions,  to  the  requisition  made  by  him  of  genu- 
postural  attitudes  for  surgical  purposes,  I  think  I  can  free 
myself  by  my  printed  records,  in  which  his  name  has  ap- 
peared as  on  equal  footing  and  in  the  most  illustrious  asso- 
ciation. 

In  answer  to  the  charge  of  ignoring  Dr.  Bozeman,  or  any 
previous  workers  in  this  field,  I  think  I  can  say  that  I  do 
not  suppose  there  can  be  found  anywhere  a  more  complete 
or  a  fairer  history  of  the  various  applications  made  by  others 
of  genu-postural  attitudes,  for  any  purpose  whatever,  than 
will  be  found  in  my  paper  in  the  first  volume  of  these  Trans- 
actions— from  Camper  in  the  middle  of  the  seventeenth  cen- 
tury, "  who  used  it  for  various  organic  derangements,"  to 
Deventer  in  1701,  I  carefully,  as  will  be  seen,  traced  it  to 
the  time  of  my  writing  in  1875 — the  date  and  the  name  of 
every  writer  I  could  learn  who  had  used  these  knee-postures, 
the  object  for  which  they  were  applied,  and  the  particular 
variety  adopted.  I  found,  as  seen  there,  that  the  knee-elbow 
was  most  often  used,  and,  in  the  largest  number  of  cases,  for 
surgical  and  obstetrical  purposes,  that  the  knee-chest  and 
uterine  replacement  were  seldom  mentioned  in  connection 
by  the  older  writers  ;  and,  further,  that  it  was,  with  few  ex- 
ceptions, not  to  be  found  anywhere  in  systematic  works  on 
gynecology  for  the  past  thirty-five  or  forty  years  as  a  position 
distinctly  proposed  for  uterine  reposition. 

In  reference  to  the  frequent  use  of  knee-postures  at  the 
time  of  my  report  (in  "  Eesume,"  1875),  it  wiU  be  seen  that 
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in  mj  brief  "  Eesume  "  I  spoke  distinctly  and  pertinently  of 
Dr.  Bozeman : 

"  The  journal  literature  of  this  and  other  countries  for 
some  years  past  has  teemed  with  discussions  on  '  postural 
treatment '  for  various  abnormal  conditions  of  both  men 
and  women.  I  recall  but  very  few  in  which  uterine  reposi- 
tion at  all  is  their  object ;  and  I  am  not  aware  of  a  single 
instance  in  which  distinct  mention  is  made  of  the  genu-pec- 
toral  posture  being  applied  for  its  true  object,  the  utilization 
of  air-pressure,  as  the  instrumentality  to  effect  uterine  re- 
placement by  gravity.  If  there  is  any  such  indoctrination, 
either  in  the  books  or  in  the  journals  of  the  last  twenty  years, 
besides  those  above  referred  to,  it  is  more  my  misfortune  than 
my  fault  that  I  have  not  become  familiar  with  them.  And 
though  the  chapter  of  my  report  relating  to  the  history  of 
knee-and-breast  posture  is  closed,  full  credit  will  be  gladly 
given  to  the  authors  for  their  praiseworthy,  even  though 
unsuccessful,  efforts  to  fix  attention  upon  this  most  valuable 
method  of  correcting  the  malpositions  of  the  uterus.  '  It  will 
be  recollected  that  the  use  of  the  measure  made  by  Drs.  /Sims 
and  Bozeman  had  in  view  a  far  different  object — not  uterine 
reposition  at  all,  but  operations  within  the  vagina  for  the 
cure  of  vesico-vaginal  fistula  and  other  accidents,  and  affec- 
tions of  a  pu:^ely  surgical  nature.'  '  In  the  report  just  pro- 
nounced by  me  at  Savannah,  the  object  was  distinctly  pro- 
claimed. It  was  to  establish  among  gynecologists  generally, 
in  this  as  well  as  in  foreign  countries,  jpneumatic  pressure 
as  it  can  be  evohed  and  utilized  in  the  genu-jpectoral  position 
as  a  constantly  available  and  powerfxil  instrumentality,  not 
only  for  occasional  use  in  unusual  and  difficult  cases  of  dis- 
placement, but  for  daily  application  also,  in  the  mildest 
forms  and  degrees  of  uterine  malposition^  The  use  and 
benefits  of  this  method,"  I  here  continue,  "  would  be  greatly 
restricted  and  depreciated  should  its  application  involve  the 
attention  each  time  of  the  physician  or  even  a  nurse  ;  it  be- 
came, therefore,  an  object  of  earnest  thought  that  I  might 
place  in  the  hands  of  suffering  women,  through  their  medical 
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advisers,  an  ever  safe  and  '  ready  method '  of  self-rejplace- 
ment,  by  which  in  most  cases  instantaneous  relief  might  be 
secured  from  not  only  the  distress  and  many  inexplicable 
discomforts  of  uterine  dislocation,  but,  far  more  important, 
from  the  imminent  dangers,  to  both  mother  and  offspring, 
which,  from  this  cause  alone,  constantly  hang  around  and 
imperil  the  yearned-for  result  in  the  earlier  months  of  ges- 
tation." 

From  the  above  I  think  it  will  be  seen  and  fully  appre- 
ciated that  my  object  and  the  goal  of  my  interest  and  efforts 
were  in  the  direction  of  uterine  reposition.  "With  an  eye 
single  to  this  purpose,  I  was  led  away  from  every  confusing 
consideration  of  the  surgical  uses  of  genu-posture ;  in  the  same 
manner  as  were  those — and  Dr.  Bozeman  among  them — 
"who,  while  intent  upon  its  surgical  applications,  evidently 
overlooked  and  never  thought  of  recommending  it  for  sys- 
tematic and  invariable  application,  as  I  did,  in  uterine  reduc- 
tion. 

SCOPE  OF  THE  GENU-PECTOEAL  POSTURE  IN  UTERINE  EEDUCTION. 

Since  my  last  published  paper  on  automatic  uterine  re- 
duction, several  striking  discussions  of  the  method  have 
appeared  in  this  country  and  in  Europe.  Some  of  these, 
doubtless,  have  seemed  to  be  of  such  a  character  as  would 
challenge  a  reply  or  explanation  from  myself  in  regard  to 
certain  positions  taken  by  the  writers  on  the  efficiency  of  the 
method,  and  as  to  my  expressions  of  confidence  in  its  wide 
applicability  to  the  various  conditions  of  dislocation.  To  one 
or  two  of  them  I  hope  to  give  some  attention  should  space 
be  allowed  in  a  later  part  of  the  present  remarks. 

On  examination,  the  report  furnished  to  the  first  volume 
of  these  Transactions  will  be  found  to  be,  obviously,  an 
unfinished  discussion.  Its  intended  scope  was  a  considera- 
tion of  all  the  varieties  of  uterine  dislocation  that  had  been 
found  in  my  own  experience,  amenable  to  reduction  in  the 
genu-pectoral  'posture — that  being  the  important  factor  in 
the  facility  of  its  accomplishment.     The  necessary  closing  of 
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the  volume  left  a  large  portion  of  tliis  discussion  still  in 
manuscript,  and  it  has  remained  unpublished  to  the  present 
time.  From  these  notes  I  propose  to  present  now  a  consid- 
eration of  one  or  more  other  displacements  besides  those  of 
prolapsus  and  retroversion,  at  which  point  the  discussion  was 
then  unavoidably  closed.  Prominent  among  the  displace- 
ments thus  left  without  particular  presentation  was  that  com- 
mon and  distressing  obliquity  known  as  anteversion,  which, 
scarcely  less  obviously  than  retroversion,  acquires  great  facili- 
ty in  its  correction  by  placing  the  patient  in  the  genu-pecto- 
ral  posture. 

THE    GENU-PECTOEAL    POSTUEE   m   AITTEVEESIONS. 

It  will  be  recollected  that  in  anteversion  the  uterus,  in 
most  women — normally  inclined  forward — becomes  exagger- 
ated in  this  inclination,  and  in  time  assumes  a  completely 
horizontal  position,  lying  upon  the  bladder.  Lastly,  it  may 
so  continue  to  increase  the  degree  of  this  bowing  downward 
as  to  compress  the  bladder,  encroach  upon  and  diminish  its 
centering  cavity,  and  imbed  its  fundus  in  a  sort  of  im/paction 
in  the  loose,  long-fibered  connective  tissue — with  a  fold  of 
peritoneum  always  between — behind  the  body  and  sym- 
physis pubis.  In  this  degree  of  anteversion,  while  the  fun- 
dus rests  thus  imbedded  or  impacted  against  the  posterior 
face  of  the  body  of  the  pubis,  the  cervix  is  tilted  high  up  in 
the  posterior  cul-de-saG  of  the  vagina,  and  presses  upon  the 
anterior  wall  of  the  rectum,  with  the  posterior  wall  of  the 
vagina  between.  Leveret  is  reported  by  Thomas  as  citing  a 
case  in  which  the  cervix  was  found  to  protrude  into  the  rec- 
tal cavity  after  ulceration  of  the  intervening  walls  of  the 
two  passages  by  prolonged  and  strong  impingement. 

In  this  obliquity  or  "  aberration  of  direction  "  the  fundus 
has  deviated  as  far  forward  from  its  axis  of  suspension  by 
its  moorings,  as  it  deviated  from  the  same  axis  hackward^ 
in  what  is  called  the  second  degree  of  retroversion,  when  the 
fundus  lies  under  the  promontory  in  the  hollow  of  the  sa- 
crum, and  in  which  the  cervix  presses  on  the  anterior  wall  of 


HENRY  F.  CAMPBELL. 


251 


the  bladder,  near  the  neck,  with  the  upper  wall  of  the  vagina 
between. 

In  this  anteverted  condition  of  the  organ,  the  weight, 
having  toppled  it  over,  to  lie  horizontally  upon  the  vagina, 
would  alone  be  competent  to  keep  it  in  this  position  with 
the  posterior  aspect  looking  upward  ;  but,  in  addition  to  its 
own  weight,  the  floating  intestinal  folds  and  all  the  superin- 
cumbent weight  of  the  viscera,  compression  from  muscular 
action  of  the  diaphragm,  and  other  inclosing  muscles  of  the 
abdomen — all  conspire  to  prevent  its  rising  again  to  its  nor- 
mal direction  and  position  near  the  center  of  the  area  near 
the  pelvic  brim. 

The  above  familiar  but  imperfect  sketch  of  the  position 
and  relations  of  the  anteverted  uterus  is  important  to  have 
before  us ;  but  it  is  far  more  important  to  our  present  discus- 
sion to  consider  well  the  leaving  of  the  gravity  which  has 
brought  it  down  and  hee^s  it  down  in  its  present  position. 
For  then  it  can  not  fail  to  be  seen  that,  by  reversing  the 
bearing  of  this  gravity  which  brought  it  down^  the  same 


Fio.  3. — Anteversion  of  the  Uterus  in  the  Genu-pectoral  Posture,  before  Eeduction. 
(Diagrammatic.) 

gravity  can  be  made  to  carry  it  iip  with  all  the  superincum- 
bent mass,  invoking  a  draft  of  the  viscera,  as  the  result 
of  the  genu-pectoral  posture  and  atmospheric  equilibrium. 
The  question,  then,  is.  Does  genu-jpectoral  jposture  reverse  the 
hearing  of  the  womVs  gravity  in  anteversion  ?    If  it  does,  it 
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must  be  favorable  to  the  fundus  revolving  hack  to  its  nor- 
mal center  of  suspension^  in  the  same  way  that  genu-pectoral 
posture  causes  it  to  revolve  forward  to  the  same  center  in 
fetroversion.  Complete  success  in  the  hands  of  any  one  who 
will  intelligently  attempt  the  process,  will  both  convince  and 
gratify  the  operator,  while  a  careful  consideration  of  the 
bearings,  represented  in  tlie  diagrammatic  drawing  from  the 
artistic  pencil  of  Dr.  A.  Sibley  Campbell,  will  demonstrate 
the  mechanical  reason  why  such  a  result  should  be  expected. 
Imagine  that  uterus,  a  gravid  one  of  four  months,  and  its  re- 
volving back  on  such  a  reversal  of  gravity  as  is  instituted 
by  genu-pectoral  posture  would  readily  be  acknowledged  as 
inevitable.     So,  in  a  corresponding  degree,  though  not  bo 


Fig.  4. — Gravid  Anteversion  in  the  Genu-pectoral  Posture,  before  Seduction. 
(Diagrammatic.) 

jplumply^  will  the  non-gravid  body  and  fundus  swing  back- 
ward and  downward  into  extreme  reposition,  to  hang  at  the 
end  of  the  elongated  and  stretched  vagina. 


ADHESIONS   AND   IMP  ACTION  8. 

Before  discussing  the  method  which  specially  belongs  to 
the  reduction  of  this  particular  luxation,  it  is  well  to  recall 
the  fact  that,  from  the  first  communication  on  the  subject, 
two  conditions  were  given  as  excejptions  to  the  invariable  re- 
sult that  may  be  calculated  upon  in  placing  a  woman  in 
knee-and-breast  posture,  and  then  allowing  air  to  be  sucked 
into  the  vagina ;  these  were  stated  to  be  adhesion  and  im- 
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paction.  Gravity  will  not  bring  an  apple  from  the  tree  so 
long  as  its  stem  adheres  ;  gravity  will  not  bring  an  apple  to 
the  ground  should  it  become  lodged  or  impacted  in  a  fork  of 
that  tree.     These  are  homely  comparisons,  but  apposite. 

In  most  obliquities,  whether  anterior  or  posterior,  genu- 
pectoral  posture  and  vaginal  inflation  will  promptly  restore 
the  uterus.  In  both  cases  the  uterus  revolves  and  then  glides 
downward^  and  in  both  cases  reaches  to  and  rests  at  the 
same  point — which  is  one  beyond  the  natural  level  of  the 
organ  in  any  other  position  of  the  body.  In  retroversions, 
the  uterus  revolves  forward^  and  then  ghdes  downward ;  in 
anteversions  it  revolves  hachward,  and  then  glides  down- 
ward. In  both  cases  the  drift  is  to  the  full  length  of  its 
moorings  by  the  vagina  and  ligaments.  Often  the  cervix 
can  scarcely  be  reached  by  the  longest  index-finger.  After 
the  revolution  in  either  case,  the  gliding  downward  is  an 
easy  and  rapid  stage  of  the  process  of  genu-pectoral  restora- 
tion. 

In  regard  to  the  two  exceptions  above  mentioned,  I  think 
adhesions  seldom  exist  to  obstruct  uterine  reduction  in  the 
genu-pectoral  position.  Failure  to  move  the  organ  with  the 
patient  in  dorsal  decubitus,  or  otherwise,  has  frequently  been 
attributed  to  adhesions,  but  I  think  improperly ;  the  same 
luxations  would  be  promptly  restored  by  pneumatic  reduc- 
tion and  reversal  of  gravity. 

Actual  impaction,  in  various  degrees,  may  occur  in  any 
of  the  forms  of  displacement,  from  disproportionate  dimen- 
sions of  the  uterus  to  those  of  the  bony  pelvis.  This  is  more 
frequent  in  retroversions  and  prolapsions,  though  not  impos- 
sible in  anteversions.  Pregnancy,  fibroids,  and  hypertrophy, 
or  hyperplasia,  are  the  more  common  causes.  Such  impacted 
retroversions  and  prolapsions,  as  I  have  said,  do  not  yield  to 
genu-pectoral  posture  alone,  but  this  position,  above  all  others, 
is  by  far  the  most  advantageous  for  the  application  of  any 
additional  mechanical  force  or  device  that  may  be  brought 
to  bear  for  accomplishing  reduction.  The  most  familiar,  and 
also  the  most  serious,  are  impacted  retroversions  of  the  gra- 
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vid  uterus.  Some  of  these  are  cases  of  jamming^  from  dis- 
proportion— utero-pelvic — while  others  are  only  so  appar- 
ently^ on  account  of  the  fixity  of  the  uterus  in  sztu.  Of 
these  latter,  the  majority  are  promptly  reduced  by  reversal  of 
gravity  in  genu-pectoral  posture.  Some  few  of  them  require 
additional  measures  to  start  the  revolution  of  the  fnndus. 
Instances  of  both  these  conditions  will  be  found  among  the 
cases  to  be  hereafter  reported. 

Then,  in  regard  to  these  latter  cases,  it  may  be  said  that, 
besides  this  actual  impaction  from  jamming,  there  is,  in 
many  cases,  an  imbedding  or  socketing  of  the  fundus  in  the 
structures  of  the  part  upon  which  it  has  long  impinged — in 
which  it  rests  as  the  round  head  of  a  bone  in  a  cup-like  ar- 
ticular cavity.  This  exists  quite  often  in  anteversion,  and  an 
analogous  condition  often  also  exists  in  retroversion,  where 
the  bony  concavity  of  the  sacrum  favors  it.  This  is  a  kind 
of  impaction  more  to  be  considered  in  connection  with  the 
genu-pectoral  position  than  when  former  postures  were  adopt- 
ed for  replacement.  At  that  time,  should  the  obliquities 
fail  to  be  reduced  by  Simpson's  or  Sims's  repositor,  they 
were  liable  to  be  considered  as  adhesions,  while,  unquestion- 
ably, many  of  them  might  have  been  replaced  by  postural 
pneumatic  methods.  A  flexion  coinciding  in  direction  with 
the  obliquity  is  a  complication  which  renders  this  socketing 
more  marked,  and,  especially  in  anteversions,  buries  the 
fundus  behind  the  pubic  bone,  and  greatly  enhances  the  dif- 
ficulty in  initiating  the  backward  revolution. 

For  the  advantage  of  constant  comparison,  it  is  always 
convenient  to  consider  the  two  obliquities  together.  The 
special  processes  sometimes  found  necessary  for  the  reduction 
of  each  in  the  genu-pectoral  posture  I  will  presently  comment 
upon  separately. 

THE   POSTUKAL   PNEUMATIC   EEDUCTION   OF   ANTEVERSIONS. 

As  has  been  indicated,  when  the  subject  of  anteversion  is 
in  the  erect  or  standing  position,  the  inclination  of  the  uterus 
forward  about  equals  the  horizontality  of  the  organ  in  the 
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second  degree  or  stage  of  retroversion,  and  a  line  drawn 
through  the  long  axis  of  the  fundus  and  cavity  of  the  ante- 
verted  uterus  would,  if  continued,  traverse  the  long  diameter 
of  the  organ  in  this  degree  of  retroversion.  The  one  reclines 
backward,  resting  upon  the  rectum,  the  other  bows  forward, 
and  rests  upon  the  bladder.  In  the  erect  position,  the  ante- 
rior face  of  the  retroverted  organ  looks  upward,  while  in 
anteversion  it  is  the  posterior  wall  of  the  uterus  tliat  looks 
upward.  The  bearing  of  gravity  in  both  cases  is  almost  di- 
rectly downward. 

When  a  woman  with  the  above-mentioned  degree  of 
either  of  these  obliquities  is  placed  in  the  genu-pectoral  pos- 
ture, the  anterior  wall  of  the  retroverted  uterus  looks  forward 
and  downward,  while  the  posterior  wall  of  the  anteverted 
organ  looks  forward  and  downward  to  the  same  degree. 

By  this  partial  inversion  of  the  body — the  most  complete 
that  can  be  made,  with  the  knees  and  breast  resting  on  the 
same  horizontal  plane — the  hearing  of  gravity  is  reversed, 
and  now  the  center  of  gravity  or  of  suspension  common  to 
both  will  be  somewhere  near  the  middle  of  the  area  of  the 
pelvic  brim. 

Anteversion  having  previously  been  made  out,  digitally 
and  bi-manually,  in  dorsal  decubitus,  and  the  rectum,  but 
preferably  not  the  hladder,  evacuated,  the  patient  should  be 
placed  in  knee-breast  posture,  "  with  all  bands  and  girdles 
loosened,  with  abdominal  muscles  relaxed,  and  breathing 
easily." 

If,  now,  the  index-finger  of  the  right  hand  be  carefully 
passed  through  the  closed  vulva  into  the  collapsed  vagina, 
with  the  palmar  surface  downward,  the  fundus — from  the 
size  of  an  egg  to  that  of  a  lemon — will  be  felt  pressing  up 
against  the  anterior — now  the  lower — wall  of  the  vagina, 
with  the  more  or  less  flattened  bladder  between.  Its  iden- 
tity can  be  verified  by  bi-manual  palpation,  or,  better,  by 
thumh-digital  grasp^  the  thumb  resting  on  the  vaginal  pro- 
jection of  the  fundus,  while  the  fingers  inclose  it  externally 
above  the  pubis. 
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It  is  better  now,  Tinless  immediate  replacement  is  intend- 
ed, that  no  attempt  should  be  made  to  reach  the  cervix,  as, 
in  this  degree  of  anterior  obliquity,  especially  where  replace- 
ment has  been  frequently  made,  the  letting  of  air  into  the 
vao-ina  would  soon  lessen  the  prominence  of  the  fundus  at 
the  pubis.  Having  completed  the  examination  in  geuu-pec- 
toral  posture,  the  operator,  standing  directly  behind  the  pa- 
tient, will  introduce  one  or  two  fingers,  palmar  surface  up- 
ward, and  lift  up  the  perineum  at  the  fourchette.  Air 
enters,  generally  with  considerable  force,  and,  in  the  ma- 
jority of  cases  where  socketing  —  with  or  without  ante- 
flexion — does  not  exist,  the  uterus  rather  slowly  revolves 
backward,  and  then  rapidly  glides  downward  to  its  point 
of  suspension  at  the  end  of  the  distended  and  elongated 
vagina. 

In  many  cases  where  the  obliquity  has  been  of  long  exist- 
ence, and  the  fundus  has  never  been  disturbed  from  its  bed, 
or  socket,  by  reposition,  the  pneumatic  reduction  is  not  en- 
tirely automatic  and  spontaneous  in  the  beginning,  but  re- 
quires one  or  two  kinds  of  assistance  which,  from  my  expe- 
rience, I  am  able  to  describe  as  successful  in  unsocketing  the 
fundus,  in  order  that  it  may  begin  its  backward  revolution 
in  obedience  to  reversed  gravity. 

TJNSOCKETING  THE   IMPACTED   FinSDUS. 

It  would  here  appear  quite  obvious  to  many  that — in  this 
inverted  condition  of  the  trunk  which  has  exalted  the  uterus 
to  the  top,  as  it  were,  of  an  inclined  plane,  with  inverted 
gravity  impelling  to  revolution  and  descent,  with  the  heavier 
viscera,  which  before  pressed  upon  its  posterior  or  upper  sur- 
face, keeping  it  down,  now  all  drifting  away  by  their  own 
weight  toward  the  diaphragm,  and  only  a  few  inflated  intes- 
tinal folds  loosely  floating  below  it — the  womb,  overcom- 
ing all  obstructions,  would  pass  down  among  them  like  a 
bird  flying  among  the  leaves  of  a  tree,  or  a  balloon  through  a 
cloud,  soon  reaching  the  limit  of  its  suspension.  This,  as  I 
have  shown,  is  most  commonly  the  case,  and  yet  sometimes 
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much  patience  and  some  dexterity  are  required  to  coax  tlie 
fundus  to  begin  the  movement. 

The  application  of  and  dragging  forward  -with  a  hook 
npon  the  anterior  or  posterior  lip  of  the  os,  while  the  patient 
is  in  the  genu-pectoral  posture,  or  pulling  with  an  acutely 
bent  sound  or  probe  in  the  cervix,  would  suggest  itself  as  an 
excellent  means  of  starting  the  revolution.  Such,  I  think, 
would  be  a  ready  and  efficient  method,  but  I  have  as  yet 
never  been  required  to  use  it  in  any  case. 

My  own  methods  have  been  entirely  manipulative.  I 
press  upon  the  fundus  through  the  anterior,  now  lower,  wall 
of  the  vagina — with  the  bladder  between — with  the  fingers 
of  one  hand,  while  I  make  succussion  with  the  other  by  al- 
ternately lifting  up  and  letting  fall  the  hanging  and  relaxed 
abdominal  wall.  This  is  attended  with  alternate  puffing  and 
sucking  of  air  at  the  vulva,  and  is  calculated  to  jostle  the 
fundus  from  its  bed  behind  the  pubic  wall.  These  have  been 
the  devices  that  I  have  found  sufficient  to  effect  the  object 
— most  frequently  in  the  first  attempt. 

I  have  frequently  found  the  fundus  revolve  more  read- 
ily where  I  have  instructed  the  patient  to  take  the  knee-breast 
posture,  and  to  apply  the  repositor  several  times  a  day,  in  or- 
der to  lessen  the  dysuria  and  vesical  tenesmus  attending  this 
displacement ;  on  some  subsequent  visit,  gentle  pressure  on 
the  fundus  and  but  a  slight  succussion  of  the  abdomen  car- 
ry it  back,  or  the  organ  may  promptly  revolve  by  my  ele- 
vating the  perineum,  suddenly  inflating  the  vagina  in  genu- 
pectoral  posture.  After  reduction  has  one  or  more  times 
been  made  in  these  impacted  cases,  I  seldom  afterward  find 
any  difficulty  in  the  restoration  being  made  in  the  simple  in- 
troduction of  the  pneumatic  repositor  by  the  patient  herself, 
in  the  genu-pectoral  posture. 

As  is  well  known,  there  is  no  variety  of  displacement 
that  so  readily  recurs  after  reduction.  Some  appropriate 
form  of  internal  mechanical  support  long  worn,  besides  a 
well-devised  general  and  local  treatment,  is  indispensable  to 
comfort  and  permanent  relief. 
17 
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An  instrument  whicli  I  have  used  for  the  past  ten  or 
twelve  years,  and  to  which  I  have  given  the  name  of  the 
"Protean  Cushioned  Pessary  "—made  for  me  by  Messrs. 
George  Tiemann  &  Co.,  New  York— is  one  which  I  find, 
when  molded  at  the  time  of  application  into  the  curves 
required,  as  here  represented,  to  give  a  better  support  and 
more  pei-fect  relief  in  anteversion  than  any  other. 

In  order  to  indicate  the  proper  position  of  this  pessary, 
after  placing,  I  have  found  it  convenient  to  affix  a  knot  of 
thread  to  the  under  aspect  of  the  anterior  or  pubic  cushion. 
I  now  direct  that  a  slight  lump  or  elevation  be  made  in  this 
place  at  the  time  of  its  manufacture.  After  placing  the 
pessary,  the  finding  of  the  elevation,  with  the  index-finger, 
on  the  under-surface  of  the  anterior  cushion — by  the  medi- 
cal attendant  or  the  patient — will  indicate  that  the  adjust- 
ment has  been  properly  made  in  every  particular.  The  ele- 
vation is  on  the  free  surface  of  the  anterior  or  pubic  cushion, 
and  does  not  impinge  upon  any  part  of  the  vaginal  mucous 
surface.    It  is  represented  in  Fig.  5,  but  not  in  the  other 


FiQ.  5.— Protean  Cushioned  Pessary. 

cuts.  The  anterior  curve,  as  represented  in  this  cut,  should 
have  been  more  decided.  The  elevation  of  the  cushion,  how- 
ever, is  a  ma:tter  of  adjustment  for  the  operator.  This  pes- 
sary, like  all  others,  should  be  applied  after  reduction,  and 
while  the  patient  is  still  in  the  genu-pectoral  posture.  The 
cushion  at  the  end  of  the  longer  curve  turns  slightly  down- 
ward, and  is  to  rest  in  the  posterior  cul-de-sac  of  the  vagina, 
while  that  at  the  more  acute  curve  turns  upward,  when  the 
patient  is  lying  or  standing,  and  rests  behind  the  pubic  wall 
of  the  pelvis.     It  is  made  of  soft  wire  wrapped  and  then  cov- 
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ered  with  India-rubber  tubing,  having  a  soft  bulb  or  cushion 
at  each  pole.  The  instrument  may  be  molded  in  its  curves, 
or  the  shanks  may  be  more  or  less  widely  separated,  thus 
shortening  or  lengthening  the  diameters  to  suit  any  particu- 
lar case ;  hence  the  name  protean^  from  the  capability  of 
changing  its  form.    When  made,  it  is  sent  in  the  form  of 


Fig.  6.  Fig.  7. 

Figs.  6  and  7,  reduced  representations  of  the  Protean  Cushioned  Pessary  before 
and  after  moulding  into  shape.  Fig.  6,  as  manufactured ;  Fig.  7,  after  press- 
ing into  shape. 

the  capital  letter  O.  By  compression,  the  light  lines  become 
the  two  lateral  shanks,  and  the  dark  ones  represent  the  cush- 
ions at  each  end  of  the  long  diameter.  This  instrument  is 
mentioned  incidentally  in  Yol.  I,  page  238,  of  our  Transac- 
tions,  but  I  did  not  then  acknowledge  it  as  my  own.  I  hope 
I  may  not  now  suffer  any  loss  of  your  respect,  and  that  I  may 
be  forgiven  for  having  invented  a  pessary !  I  seldom  or 
never  use  this  protean  pessary  in  th«  nausea  of  pregnancy, 
but  prefer  always  a  simpler  one — the  soft-rubber  elastic  ring 
of  moderate  size. 

I  take  occasion  to  repeat  now,  in  connection  with  the  ap- 
plication of  this  pessary  for  anteversion,  the  rule  enunciated 
by  me  in  1875^ — though  acted  upon  for  years  previously, 
argued  and  more  fully  stated  before  this  Society  in  1876,^ 

■  "Resume  of  a  Report  on  Position,  Pneumatic  Pressure,  and  Mechanical 
Appliance."  Read  April  23,  1875,  at  Savannah,  Ga.,  before  the  Medical  Asso- 
ciation of  Georgia. 

*  "  Pneumatic  Self-replacement  of  the  Gravid  and  Non-gravid  Uterus."  Read 
in  New  York,  June  3,  1876.  See  Tranxsactions  American  Gynecological  Society, 
vol.  i,  p.  231. 
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and  again  in  1882^ — that  no  pessary  or  other  internal  sup- 
port should  ever  be  applied  without  first  f uUj  reducing  the 
displacement ;  and,  secondly,  that  no  pessary  should  be  ap- 
plied in  any  other  than  the  genu-pectoral  position,  this  being 
the  only  posture  in  which  a  full  and  complete  reduction  can 
be  secured. 

Although  in  every  publication  made  by  me  on  the  sub- 
ject it  has  been  stated,  without  discrimination,  that  "  all  dis- 
placements of  the  uterus  are  reducible  by  the  postural  pneu- 
matic method,  except  in  cases  of  adhesion  and  impaction,"  it 
has  appeared  to  me  that  few  or  none  seemed  to  recognize 
that  anteversions  had  been  among  those  claimed  as  subject 
to  the  genu-pectoral  posture.  It  has  been  for  this  reason,  and 
more  especially  at  this  time,  because  this  obliquity  is  often 
the  concomitant  and  the  provocative  of  extreme  nausea  in 
pregnancy,  that  I  have  in  this  place  given  it  for  the  first 
time  so  fuU  a  consideration. 

For  the  better  illustration  of  its  redaction  I  have  had 
two  cuts  made — one  of  non-gravid  and  one  of  gravid  ante- 
version.  These  are  from  diagrammatic  drawings  carefully 
prepared  by  Dr.  A.  Sibley  Campbell,  over  nine  years  ago, 
for  that  portion  of  the  address  which  failed  of  preparation  in 
time  for  the  first  volume  of  these  Transactions. 

In  regard  to  the  two  other  displacements — prolapsus  and 
retroversion — the  principles  then  set  forth  for  the  applica- 
tion to  them  of  postural  and  pneumatic  reduction,  whether 
in  the  gravid  or  non-gravid  uterus,  appear  to  have  been 
generally  accepted  and  practised  in  this  and  other  coun- 
tries. I  think  there  have  been  but  few  systematic  treatises 
on  gynecology  issued  since  1875  in  which  this  postural 
method  is  not  mentioned,  and  generally  with  approval,  and 
a  fuU  recognition  of  its  value  in  prolapsus  and  retroversion. 

In  this  latter  displacement  I  may  say  that,  having  to  a 
certain  extent  discussed  and  illustrated  the  method  of  its 
reduction  in  a  former  paper  before  this  Society,  it  can   be 

'  See  Gynecological  Transactions,  vol.  vii.  Discussion,  p.  313.  Meeting  at 
Boston,  September,  1882. 
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proper  now  to  consider  only  those  conditions  of  the  obliquity 
which  at  that  time  were  professedly  excluded  from  the  dis- 
cussion as  acknowledged  exceptions  to  the  rule  of  automatic 
restitution.  These  conditions,  which  I  scarcely  ever  fail  to 
mention  distinctly  as  exceptions  which  apply  as  such  to  any 
of  the  three  forms  of  displacement — prolapsus,  anteversion, 
and  retroversion — are  adhesions  and  impactions. 

In  the  present  connection  it  becomes  important  to  con- 
sider these  two  conditions,  more  especially  impaction,  for  to 
it  in  larger  degree,  even  when  existing  to  but  a  moderate 
extent — socketing — may  be  attributed  greater  aggravation 
of  the  nausea,  besides  increased  difficulty  in  its  relief  by  pos- 
tural reduction. 

In  this  portion  of  the  present  remarks  it  wiU  not  be  ex- 
pected, therefore,  that  I  consider  the  question  of  unimpeded 
pneumatic  reduction  so  generally  recognized  as  fully  estab- 
lished, but  only  such  measures  as  I  have  found  beneficial  or 
efficient  in  cases  where  revolution  forward  and  gliding  down- 
ward have  been  impeded  either  by  adhesion  or  by  one  or 
other  degree  of  impaction.  These  have  unavoidably  been 
glanced  at  while  considering  the  rationale  of  postural  reduc- 
tions in  anteversion. 

ADHEKED  AND  IMPACTED  KETR0VEESI0N8. — IMPEDZD  REDUCTION. 

I  can  not  deny  the  existence  sometimes  of  adhesions  be- 
tween the  fundus  uteri  and  adjacent  structures  which  form 
its  bed  in  the  reclining  obliquity  ;  nor  can  I  deny  that  such 
a  morbid  attachment  would  obstruct  and  render  impossible 
its  beginning  to  revolve  at  the  time  of  the  reversal  of  its 
gravity  in  genu-pectoral  position.  I  think,  however,  it  is  a 
condition  of  extreme  rarity — more  often  predicated  in  cases 
that  have  failed  of  reduction  by  inefficient  methods  than 
could  be  demonstrated  in  autopsic  investigation  of  the  same 
cases.  I  believe  such  instances  will  be  found  less  and  less  fre- 
quent as  genu-postural  devices  for  replacement  become  more 
generally  adopted.  It  will  probably  then  be  found  that  these 
apparently  insurmountable  adhesions  that  forbid  the  restora- 
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tion  of  tlie  retroverted  uterus  are  but  impactions,  or,  to  use  a 
term  not  already  appropriated,  socketings  of  the  fundus  wliich 
imjpede  but  do  not  forbid  the  reduction. 

This  .kind  of  impaction  may  exist  in  the  non-gravid 
uterus,  and  will  sometimes  be  found  in  the  gravid  uterus 
to  impede  revolution  and  reduction  of  the  retroversion  long 
before  the  increased  growth  of  the  womb  has  produced  any 
degree  of  jamming  in  the  pelvic  cavity. 

This  impeded  revolution  of  the  fundus — whether  in  the 
gravid  or  non-gravid  womb — is  more  apt  to  occur,  like  simi- 
lar impactions  of  anteversion,  in  cases  of  long  standing,  or 
when  there  is,  in  the  latter  state,  a  retro-Jlexion  exaggerat- 
ing the  backward  inclination  of  the  version;  or,  again, 
where  an  extreme  degree  of  back-tumbling  had  been  at- 
tained and  had  long  continued. 

It  is  the  result  of  my  own  long  observation,  and  probably 
the  result,  too,  of  the  observation  of  others  of  like  experi- 
ence, that  a  certain  degree  of  retroversion — any  degree  below 
horizontality  in  the  erect  position — once  attained  by  gradual 
decline  backward  of  the  organ,  is  never  spontaneously  cor- 
rected except  by  some  force  acting  upon  it  in  the  opposite 
direction,  which  may  mechanically  cause  it  to  resume  its 
vertical  or  anteverted  direction  as  related  to  the  plane  of 
the  pelvic  area.  There  is  but  one  apjpare7it  exception — a 
natural  one — which,  with  analogous  morbid  conditions,  as  I 
believe,  exercises  this  mechanical  force  to  cause  spontaneous 
restoration  of  the  retroverted  uterus.  This  is  pregnancy  and 
sometimes  uterine  fibroids,  as  the  analogous  morbid  condi- 
tion referred  to.  The  occurrence  of  pregnancy  in  retrover- 
sion would  be,  more  often  than  it  is,  the  cause  of  serious  and 
even  fatal  impaction  from  disproportion  or  jamming — utero- 
pelvic  impaction  —  but  that  the  condition  itself  becomes  a 
remedy  of  the  long-standing  obliquity,  and  it  is  only  in  a 
comparatively  few  cases  that  the  gravid  uterus  becomes 
hitched  under  the  promontory,  to  remain  there  till  serious 
impaction  demands  its  dislodgment  by  art.  If  all  retro- 
verted conceptions  foreshadowed  gravid  impactions,  the  aid 
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of  the  gynecologist  would  be  invoked  far  more  frequently 
than  it  is  known  to  be  at  present.  . 

As  germane  to  our  subject  I  may  say  that  such  gravid 
retroversions  greatly  enhance  the  local  irritation  and  exag- 
gerate the  reflexes  of  the  earlier  months  of  pregnancy,  and 
in  such  manifestations  as  nausea  and  vomiting,  and  a  ten- 
dency to  sensory  and  spasmodic  predominance,  as  the  growth 
and  pressure  advance.  But,  in  the  large  majority  of  cases, 
quickening  or  ascent,  though  perhaps  delayed  or  impeded, 
is  still  effected  and  comes  to  the  relief  of  the  exaggerated 
distress  that  had  from  the  beginning  been  occasioned  by 
the  obliquity. 

^Notwithstanding  the  small  percentage  of  danger  that  seri- 
ous impaction  will  result,  still,  on  account  even  of  this  small 
per  cent,  of  so  dangerous  a  condition,  impacted  gravid  retro- 
version must  ever  be  regarded  with  momentous  interest. 
But,  leaving  the  liability  to  grave  impactions  out  of  consid- 
eration, the  importance  of  replacement  and  the  favoring  of 
early  ascent  can  not  be  lightly  estimated,  should  it  be  found 
to  relieve  the  nausea  and  other  distressing  reflexes  of  the 
early  months  of  pregnant  women  with  wombs  thus  and 
otherwise  abnormally  directed. 

As  heretofore  stated,  the  uterus,  once  retroverted  by  the 
ordinary  causes,^  remains  reclined,  with  a  tendency  to  in- 
crease its  degree  of  declination.  Long  residence  in  this  po- 
sition, with  the  pressure,  as  it  often  is,  accentuated  by  a  flex- 
ion in  the  same  direction,  establishes  for  the  fundus  a  bed, 
though,  as  I  believe,  very  rarely  does  adhesion  take  place. 

This  bed  or  socket  is  made  to  betjin  in  Doug-las's  cul-de~ 
sac  of  the  peritoneum,  which  it  pushes  down  before  it  till, 
in  the  last  degrees  of  decHne,  a  distinct  deep  bag  like  the 
peritoneal  sac  of  a  hernial  extrusion — of  which,  indeed,  it  is 

'  I  may  say  that,  in  such  retroversions  as  those  in  which  the  uterus  had  been 
suddenly  forced  back  by  violence,  cases  have  been  known  in  which  the  organ 
has  sprung  back  into  place  spontaneously,  by  the  resiliency  of  the  ligaments  and 
other  structures,  without  a  change  of  posture  or  by  any  other  mechanical  device. 
These,  however,  are  rare  and  exceptional  cases,  not  comprehended  in  the  state- 
ment just  made. 
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the  legitimate  analogue — is  made,  from  which  it  is  hard  to 
extricate  it  even  by  any  amount  of  unassisted  inverted  grav- 
ity. The  extreme  of  this  state  is  very  uncommon ;  measura- 
ble approaches  to  it  are  by  no  means  rare.  In  the  minor 
degrees  of  this  socketing,  little  or  no  obstruction  is  offered 
to  pneumatic  postural  replacement  if  the  reversal  of  the 
trunk,  so  far  as  can  be  made  in  the  genu-pectoral  position, 
be  strictly  observed. 

In  such  retroversions  as  have  sufficient  socketing  to  im- 
pede f  undal  revolution,  the  woman  being  placed  in  the  genu- 
pectoral  posture,  and  air  being  allowed  to  enter  the  vagina, 
vaginal  inflation  and  the  draft  of  the  viscera  ^  cause  a  back- 
ward movement  of  the  entire  uterus.  But  in  such  cases  the 
fundus  does  not  revolve  forward  and  downward,  having  the 
vaginal  attachment  at  the  cervix  for  its  center  of  revolution ; 
but,  instead  of  this,  as  is  the  case  in  unimpeded  reduction, 
the  cervix  revolves  hackward  as  drawn  by  the  visceral  mass, 
the  socketed  fundus  now  being  the  center  of  revolution  in 
the  segment  traversed  by  the  cervix  in  its  backward  move- 
ment. Adhesions  of  the  fundus  would  be  attended  by  the 
same  result. 

GENTJ-PECTOKAL   POSTUEE   FALSELY   TAKEN. 

Failures  in  fundal  revolution  can  not  always  be  laid  to 
the  charge  of  inefficiency  in  the  genu-pectoral  posture,  nor 
yet  again  to  real  impediments  to  uterine  reduction.  Particu- 
lar stress  has,  on  all  occasions,  been  laid  upon  the  importance 
of  placing  the  patient  in  such  a  position  as  will  secure  the 
highest  elevation  of  the  pelvis  "on  perpendicular  thighs" 
which  is,  at  the  same  time,  compatible  with  the  greatest  de- 
pression of  the  chest — pressing  \tflat  on  the  same  horizontal 
plane  as  that  on  which  the  knees  are  resting.  This  involves 
a  concave  line  downward  for  the  trunk  and  spinal  column — 
a  deep  and  decided  sway  of  the  back,  "all  bands  being 
loosed,  the  abdominal  muscles  relaxed,  and  the  patient  breath- 
ing easily." 

•  Vide  Gynecological  Tramaclio^is,  vol  i,  p.  215,  "  Philosophy  of  Reduction." 
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It  must  be  recollected  the  genu-pectoral  posture  is  not  an 
absolute  reversal  of  the  bearing  of  the  gravity  of  the  abdomi- 


FiQ.  8. — The  Genu-pectoral  Posture. 

nal  and  pelvic  viscera,  but  only  the  most  complete  reversal  of 
this  gravity  that  can  be  secured  with  the  knees  and  chest 
resting  on  the  same  horizontal 
plane.  It  is  one,  however,  which 
produces  a  sufficient  reversal  gen- 
erally for  all  the  practical  pur- 
poses of  uterine  reduction.  Any 
violation  of  the  rules  governing 
the  application  of  this  attitude  to 
uterine  reposition — though  not 
fatal  to  success  in  all  cases — will 
diminish  its  efficiency,  and  some- 
times cause  entire  failure  in  the 
results,  even  when  there  is  no 
adhesion  or  impaction,  and  but 
very  little  socketing  of  the  fun- 
dus. The  error  may  be  made 
either  at  the  anterior  or  at  the  ^"^«-  9-— Outiiues  of  the  Genu-pecto- 

■^^r,*-^-^^-..  ^^'^4.  ^-C  i.      rpi,  ^^^  Position,  and  of  Two  of  the 

posterior  pomt  of  support.     The       ^^^,,^^^  Deviations  from  it.    The 

first   of  these   figures,    from  my       first  outline  indicating  the  correct 

former  paper  (see  Transactions,      P°'^*^°°  ^''"^  *"  '^'^^'  ^"^^'^^• 
vol.  i),  gives  the  correct  bearings  of  the  body,  while  the  other 
two  are  violations  of  the  correct  outline,  which  will  be  readily 
apprehended  without  any  particular  description. 
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Tlie  falsity  pertaining  to  the  anterior  point  of  support  is 
quite  as  observable,  and  will  be  found  hereafter  fully  as  lia- 
ble to  impair  the  efficiency  of  the  measure.  In  this,  though 
the  pelvis  is  elevated  on  upright  thighs,  the  trunk  fails  in  its 
acute  or  sudden  decline,  in  the  fact  that  the  hreast  is  not 
supported  on  the  same  horizontal  plane,  but  is  above  it,  while 
the  head  or  face  becomes  the  resting  point.  The  least  rigid- 
ity or  restraint  also  in  the  diaphragm,  or  in  the  muscles  of 
the  abdomen,  will  be  liable  to  disappoint  us  in  the  impulse 
expected  from  the  reversal  of  gravity. 

STUDIES   EST   GENT-PECTOEAL   POSTTJKE. 

Among  those  in  Europe  who  have  given  careful  atten- 
tion and  study  to  the  genu-pectoral  position  since  the  sub- 
ject was  last  discussed  before  this  Society  are  Professor 
Alexander  Eussell  Simpson  and  Dr.  David  Berry  Hart,  of 
Edinburgh.  These  distinguished  gentlemen  have  made  it 
the  sole  and  special  subject  of  a  folio  pamphlet,  in  which  are 
given  the  considerations  resulting  from  the  study  of  the  cada- 
ver of  a  woman  frozen  in  the  genu-pectoral  position.  So 
striking,  laborious,  and  enterprising  a  contribution  to  the  sub- 
ject of  the  genu-pectoral  position  in  uterine  replacement  has 
my  cordial  acknowledgments,  and  I  must  here  give  careful 
consideration  to  some  of  the  conclusions  arrived  at,  as  well 
as  to  the  ingenious  and  elaborate  method  in  which  the  re- 
searches have  been  made. 

In  this  work  it  appears  that  the  authors  have  never  for 
a  moment  suspected  that,  in  the  general  claim  made  by  me, 
all  displacements  were  amenable  to  reversal  of  gravity; 
that  it  could  have  been  meant  that  anteversions  were  among 
those  possibly  reducible  as  an  effect  of  this  reversal  in  the 
genu-pectoral  position.  They  admit  that  prolapsus  is  prob- 
ably amenable  to  it,  but  their  principal  discussion  and  study 
appear  to  be  devoted  to  such  benefit  as  may  be  obtained  from 
it  in  retroversions  both  of  the  gravid  and  non-gravid  uterus. 
"  The  practical  uses  of  the  genu-pectoral  posture  seem  to  be 
more  limited  than  many  gynecologists  imagine.     Eor  the 


HENRY  F.  CAMPBELL.  267 

passage  of  pessaries,  unless  in  prolapsus  uteri,  it  is  not  advisa- 
ble to  place  the  patient  in  tliis  posture ;  and  "vve  are  unable  to 
see  what  good  can  ensue  by  making  a  patient  nightly  assume 
this  posture  in  order  to  distend  the  vagina  by  passing  Camp- 
bell's tube,  except  in  the  case  of  congested  ovaries.  As  a 
natural  phenomenon,  however,  it  presents  many  interesting 
featm'es,  on  some  of  which  we  hope  this  monograph  has 
thrown  some  light." — P.  11. 

Although  the  above  conclusion  of  the  distinguished  au- 
thors of  this  work  strikes  out — as  "  not  advisable  "  in  the  one 
case,  and  as  of  a  "  good  they  are  unable  to  see  "  in  the  other — 
two  of  my  most  valued  applications  of  genu-pectoral  posture — 
namely,  the  application  of  pessaries  only  after  reduction^  and 
nightly  self-replacement — without  meaning  any  disrespect, 
I  must  leave  this  trenchant  conclusion  unanswered  till,  by 
further  examination  of  their  method,  I  can  determine  whether 
the  abolishment  of  the  teaching,  by  which  I  must  have  mis- 
led many  others,  be  well  founded  or  not. 

Although,  as  I  have  believed,  the  profession  generally 
have  fully  accepted  the  genu-pectoral  position  as  a  means  by 
which  the  entire  plan  of  uterine  reduction  has  been  reorgan- 
ized, greatly  simplified,  and  rendered  more  efficient,  I  am 
unacquainted  with  anyone  besides  these  gentlemen  who  has, 
since  my  own  initial  labors — reported  here  ten  years  ago — 
attempted  so  profound  and  thorough  an  investigation  of  the 
subject.  These  investigations  are  recorded  in  a  folio  pam- 
phlet inclosed  in  boards,  of  most  excellent  ]3rint  and  well 
illustrated.  The  following  title  gives  us  the  character  of  the 
researches:  The  Relations  of  the  Abdominal  and  Pelvic 
Organs  in  the  Female.  Illustrated  by  a  full-sized  Chromo- 
lithograph of  the  Section  of  a  Cadaver  Frozen  in  the  Genu- 
pectoral  Position,  and  by  a  series  of  "Wood-cuts.  By  Alex- 
ander Eussell  Simpson,  M.  D.,  F.  P.  S.  E.,  Professor  of 
Medicine  and  Midwifery  and  the  Diseases  of  Women  and 
Children  in  the  University  of  Edinburgh ;  and  David  Ber- 
ry Hart,  M.  D.,  F.  K.  C.  P.  E.,  Assistant  to  the  Professor 
of  Midwifery  in    the  University  of    Edinburgh.       Foho, 
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pp.  11.  W.  and  A.  K.  Jolinston,  Edinburgh  and  London, 
1881. 

In  this  very  imposing  pamphlet,  the  results  have  been 
made  the  basis  of  similar  conclusions  as  those  therein  ar- 
rived at  in  a  work  repubhshed  in  this  country,^  though  the 
distinguished  authors  appear  to  recognize  in  the  genu-pecto- 
ral  position  a  subject  of  very  considerable  interest  and  of 
novelty  as  a  field  for  active  and  profound  investigation  ;  and, 
though  they  seem  to  have  abandoned  the  use  of  dorsal  deciir- 
hitus  and  Simpson's  sound  almost  entirely  as  a  means  of 
uterine  replacement,  substituting  hooks  to  the  cervix,  and 
rectal  inflation,  while  the  patient  is  in  genu-pectoral  pos- 
ture, yet  they  positively  deny,  as  the  result  of  their  investi- 
gations on  the  frozen  cadaver,  that  the  entrance  of  air  into 
the  vagina  of  a  woman  in  the  knee-breast  posture  is  capable 
of  reducing  a  retroverted  uterus,  whether  in  a  gravid  or  non- 
gravid  condition  ;  nay,  more  than  this — they  assert  that  vagi- 
nal inflation  in  the  case  of  a  woman  in  this  position  renders 
the  retroverted  uterus  more  retroverted,  and  the  anteversion 
more  ante  verted.  Such  a  conclusion,  so  confidently  an- 
nounced, will  strike  with  surprise  the  many  observant  practi- 
tioners, in  this  and  other  countries,  who,  for  the  past  ten 
years,  have  been  relying  upon  this  method  as  an  efficient 
means  of  uterine  reduction,  in  both  non-gravid  and  gravid 
retroversions.  Some  of  them  may  question  the  correctness 
of  the  opinion. 

There  is  nothing  so  apt  to  gain  our  acceptance  and  ready 
credence  as  the  report  of  carefully  arrived  at  conclusions,  re- 
versing even  a  well-established  opinion  in  regard  to  an  alleged 
result ;  and  still  more  apt  is  our  acceptance  to  be  given  to 
this  revision  when  the  statements  are  made  after  such  con- 
firmation as  is  afforded  by  experiments  on  both  the  living 
and  the  dead  body,  and  then  a  post-mortem  dissection  of  that 
body  after  elaborate  and  careful  preparation,  especially  when 

»  Manual  of  Gynecology.  By  D.  Berry  Hart,  M.  D.,  F.  R.  C.  P.  E.,  etc.,  and 
A.  H.  Barbour,  M.  A.,  B.  Sc,  M.  B.,  etc.  William  Wood  &  Co.,  New  York,  1883. 
American  edition,  2  vols. 
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adjudicated  by  a  plausible  appeal  to  well-known  and  familiar 
philosophic  principles.  All  of  these  have  been  brought 
into  requisition  in  the  present  case :  the  experiment  on  the 
living,  its  repetition  on  the  dead,  its  final  assumed  confirma- 
tion by  dissection,  and,  in  the  end,  the  establishment  of  the 
conclusion  arrived  at  by  its  coincidence  with  well-recognized 
"  analogous  physical  phenomena  "  as  announced  by  the  lec- 
turer on  medical  physics  in  the  Extra- Academical  School  of 
Medicine,  Edinburgh.  But  as  an  arch,  however  massive, 
with  one  crumbhng  stone,  or  a  ponderous  chain  with  one 
weak  link,  can  be  no  stronger  than  its  weakest  part,  so  this 
elaborate  argument,  having  not  only  one  but  many  feeble 
links,  must  fail  to  stand  the  strain  of  even  the  lightest 
weight  that  investigation  will  put  upon  it. 

In  the  present  case  it  would  have  been  unfortunate  if  the 
conclusions  of  Drs.  Simpson  and  Hart,  as  arrived  at  as  the 
result  of  their  study  of  the  frozen  cadaver  of  a  woman,  should 
be  found  to  be  impregnable.  Though  the  genu-pectoral 
position  would  still  have  been  left  as  a  most  valuable  adjunct 
in  the  procedure  of  uterine  reduction  by  the  gynecologist, 
who  according  to  these  authors  would  properly  apply  hooks 
and  rectal  inflations  to  accomplish  restoration  in  retroversion, 
yet  the  induction  of  automatic  reduction  by  the  woman  her- 
self, or  self-replacement,  now  so  widely  recommended  and 
found  so  beneficial,  would  have  properly  been  abandoned  as 
a  futile  maneuver — as  an  aggravation  rather  than  as  a  relief 
in  retroversions. 

There  are  some  experimental  researches  which  can  be 
made  only  on  the  living  subject,  and  that  can  not  be  re- 
peated on  the  dead  or  verified  by  post-mortem  examination. 
Automatic  reduction  of  the  deviated  uterus,  whether  gravid 
or  non-gravid,  belongs  to  this  class  of  subjects  in  experi- 
mental research.  It  will  at  once  appear  to  any  one  that  a 
process  which  in  a  living  woman,  after  the  fullest  reversal 
of  the  bearing  of  gravity  that  can  be  secured  "  on  the  same 
horizontal  level,"  requires  complete  'relaxation  of  all  the 
muscular  walls  of  the  abdomen,  which  requires  aU  bands  of 
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clothing  to  be  loosened,  and  also,  as  one  of  its  conditions,  that 
the  woman  shall  breathe  easily  in  order  that  alternate  relaxa- 
tion and  contraction  of  the  diaphragm  shall  favor  the  result, 
would  not  be  properly  and  adequately  conditioned  if  per- 
formed on  the  dead  subject  with  stiffened,  stark,  and  rigid 
tissues  of  the  rigor  mortis,  with  viscera  of  pelvis  and  abdo- 
men coagulated  and  stuck  together.  The  weight  of  the  ab- 
dominal mass,  on  a  moderate  reversal  of  the  trunk,  might  by 
"  visceral  draft "  draw  some  air  into  the  vagina,  but  that  the 
inconsiderable  weight  of  the  uterus  would  cause  it,  under 
such  circumstances,  to  break  away  from  the  coagulated  bed 
in  which  it  had  lain,  and  revolve  on  the  stiffened  hinge  of 
its  cervico-vaginal  junction,  is  a  feat  of  automatism  which 
no  one  could  expect  after  the  slightest  consideration  of  the 
subject. 

For  reliable  results  from  a  post-mortem  study  of  a  frozen 
woman  in  the  genu-pectoral  position,  I  can  suggest  no  other 
expedient  by  which  our  conclusions  could  be  made  instruct- 
ive than  that  a  woman  with  retroversion  be  placed  during 
life  in  the  genu-pectoral  posture  and  air  allowed  to  enter  the 
vagina,  and  the  study  made  after  freezing  her  to  death  in 
this  position.  Under  any  other  conditions  I  can  not  under- 
stand how  one  position  of  the  body  can  be  better  than  another 
to  study  "  the  relations  of  the  abdominal  and  pelvic  organs  " 
as  affected  by  genu-pectoral  posture. 

But  the  unsound  block  in  the  towering  edifice  is  the 
foundation-stone ;  the  fatally  weak  link  in  the  argumentative 
chain  is  the  very  first.  The  attitude  adopted  for  the  study  of 
the  genu-pectoral  position,  and  by  which  to  prove  its  ineffi- 
ciency in  the  reduction  of  the  retroverted  uterus,  was,  after 
all,  not  the  genu-pectoral  position,  but  one  fatally  violative 
of  its  fundamental  rule.  The  thorax  does  not  "  rest  on  the 
same  horizontal  plane  as  the  knees,"  but  is  suspended  far 
above  that  plane,  as  will  be  seen  by  the  diagram  we  here  copy 
from  the  pamphlet. 

In  the  use  of  this  imperfect  substitute  for  the  genu-pec- 
toral posture  it  is  not  surprising  that  failures  have  frequently 
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Fio.  10. — Incorrect  representation  of  the  Genu-pectoral  Posture,  from  Simpson, 
Hart  and  Barbour.  "  Diagram  based  on  lithographic  plate,  and  silhouette 
tracings  of  nude  female  in  genu-pectoral  posture.  The  dotted  lines  show  the 
contour  of  the  pelvic  floor  and  anterior  abdominal  surface  when  the  vagina  is 
undilated ;  the  plain  line,  when  vagina  is  dilated."  (After  Hart  and  Bar- 
bour's reduced  copy  of  Simpson  and  Hart's  diagram — the  horizontal  line  being 
here  added  to  show  at  a  glance  in  how  far  the  breast  fails  to  reach  the  plane  of 
the  knees.) 

occurred  under  the  observation  of  the  authors,  and  that  addi- 
tional measures,  as  hooking  forward  of  the  cervix  and  inflat- 
ing the  rectum  with  Higginson's  syringe,  should  have  been 
found  necessary  in  order  to  accomplish  the  desired  result. 
The  true  or  effectual  genu-pectoral  position  is  not  one  in 


Fio.  11. — The  Uterus  Eeduced  in  the  Genu-pectoral  Posture  with  Pneumatic 
Pressure.     (Diagrammatic.) 

which  "  the  breast  is  as  near  the  couch  as  is  compatible  with 
comfort "  {op.  cit.,  p.  Y),  but  one  in  which  the  body  must  be 
inclined  to  a  very  uncomfortahle  degree — the  breast  fiat 
upon  the  couch,  down  to  the  level  of  the  knees — to  cause 
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sucli  inclination  of  the  trunk  downward  as  will  on  tlie  same 
horizontal  plane  invoke  a  sufficient  reversal  of  the  bearing  of 
gravity  as  will  initiate  movement  in  a  body  of  so  small  a 
ponderance  as  the  non-gravid  uterus,  and  that  will  throw  the 
center  of  suspension  to  the  cervico-vaginal  attachment.  Less 
than  this  may  often  invoke  draft  of  the  viscera,  and  some- 
times replace  the  gravid  uterus  if  not  adhered,  impacted,  or 
socketed ;  but  it  will  not  often  replace  a  non-gravid  retro- 
version even  when  not  socketed,  or  when  socketed  to  a  very 
slight  degree,  unless  it  has  been  frequently  replaced  pre- 
viously by  automatic  reduction  or  otherwise. 

METHODS    THAT    CAN    BE    ADOPTED    IN     IMPEDED     EEVOLUTION, 
FROM    SOCKETING  OF  THE   FUNDUS,  OE   FKOM  UTERO-PELVIO 


IMPACTION   IN   PREGNANCY. 


Elevation  of  Knees  on  Pillow. — The  advice  of  the  In- 
dian woman  who  counselled  her  mistress  and  promised  she 
would  find  relief  in  uterine  displacement  by  getting  out  of 
bed  each  day  head-foremost — resting  her  hands  on  the  floor, 
while  her  knees  remained  on  the  edge  of  the  bed — compre- 
hended an  exaggerated  reversal  of  gravity.  While  neither 
the  patient  nor  her  adviser  understood  the  philosophy  of  this 
procedure,  yet  one  of  the  simpler  expedients  in  impeded  f  un- 
dal  revolution  is  an  elevation  of  the  posterior  support  of  the 
partially  inverted  trunk  by  placing  a  pillow  under  the  knees 
of  the  patient,  when  the  same  horizontal  plane  fails  to  efiect 
the  object,  after  the  entrance  of  air  into  the  vagina. 

AbdoTYiinal  Succussion. — It  must  be  understood  that  the 
patient  is  fairly  and  strictly  in  the  genu-pectoral  position — 
abdominal  muscles  relaxed  and  hanging,  as  it  were,  the 
vagina  inflated  by  such  amount  of  air  as  will  enter — and  yet 
revolution  of  the  fundus  does  not  take  place  on  account  of 
that  degree  of  partial  impaction  we  call  socketing. 

The  palm  of  the  hand  now  placed  flat  against  the  pendu- 
lous abdomen  at  or  below  the  umbilical  region,  and  sud- 
denly, but  not  roughly,  moved  up  and  down,  so  as  to  lift 
and  let  fall  the  muscular  and  visceral  mass — with  or  without 
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any  additional  elevation  of  the  knees — will  cause  the  passage 
of  air  alternately  in  and  out  of  the  vnlva.  I  have  called  this 
procedure  "  abdominal  succussion,"  and  I  have  found  it  greatly 
to  facilitate  fundal  revolution  and  complete  reduction  in  both 
anterior  and  posterior  displacements  that  have  been  impeded 
in  their  starting. 

Rectal  Infiation. — When  such  a  reversal  of  the  trunk  is 
made  as  that  of  a  woman  in  the  genu-pectoral  posture,  any 
cavity  or  potential  cavity  near  the  summit,  as  well  as  the 
collapsed  vagina,  with  a  sufficiently  near  relation  to  the  great 
abdomino-pelvic  cavity  of  the  body  to  be  influenced  by  it, 
will  be  caused  to  inhaust  air  by  the  powerful  draft  of  the 
descending  viscera,  the  bearing  of  gravity  in  which  has  been 
reversed.  In  a  penetrating  wound  of  the  abdomen  near  this 
summit,  as  in  the  iliac  or  lumbar  region,  air  would  be  sucked 
into  and  fill  the  peritoneal  cavity  by  this  same  visceral  draft ; 
by  different  instrumentalities — the  respiratory  muscles — act- 
ing upon  a  closed  bony  cavity  filled  by  the  lungs,  a  penetrat- 
ing wound  will  allow  air  to  enter  the  pleura  and  compress 
the  lungs  by  overbalancing  that  entering  the  rima  glottidis. 

The  rectum  is  one  of  those  potential  cavities  which,  in  the 
genu-pectoral  position,  becomes  placed  at  the  summit  of  the 
elevation,  and  subject  to  the  powerful  influence  of  visceral 
draft,  to  cause  its  inflation  when  the  sphincter  is  dilated. 

This  very  common  principle  has  been  variously  illustrated 
in  all  works  on  physics.  In  our  first  presentation  of  the  sub- 
ject (April,  1875)  I  used  the  air-pump  of  a  cupping  case 
to  exemplify  the  draft  of  the  viscera  and  its  resulting  phe- 
nomena when  a  patient  is  placed  in  the  genu-pectoral  pos- 
ture.^ 

The  downward  bearing  of  the  piston  and  book  attached 
will  represent  the  weight  of  the  visceral  mass,  sustained  by 
the  non-equilibrated  column  of  air  in  the  lower  chamber  of 
the  barrel  of  the  instrument.  The  possible  or  potential  cavity 
above  the  piston  will  represent  the  collapsed  vagina  and  col- 
lapsed rectum.     The  thumb,  which  prevents  the  entrance  of 

'  Risume  of  a  Keport  read  at  Savannah,  etc.,  p.  15,  April  23,  18Y5. 
18 
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air  and  restrains  the  equilibrium,  represents,  in  either  case, 
the  closed  vulva  and  the  sphincter  ani.  The  raising  of  the 
thumb  would  illustrate  the  effect  of  letting  air  into  the  vagina 
or  into  the  rectum.  Each  of  these 
potential  cavities  can  be  made  actual 
cavities,  and  can  be  fully  inflated  by 
respectively  separating  the  labia  or 
dilating  the  sphincter  ani. 

The  availability  of  rectal  inflation 
or  distention  in  impeded  reduction  of 
retroversions  in  knee-breast  posture 
was  considered  in  the  first  remarks 
made  on  the  subject :  ^  "  I  have  known 
for  a  long  time  that  the  rectum,  no 
less  than  the  vagina,  could  be  made, 
in  the  genu-pectoral  posture,  the  sub- 
ject of  wide  distention  by  air-press- 
FiG.  12.— Breaking  the  Suction.  urej96r  anum.  In  a  case  of  reputed 
stricture  of  this  canal,  which,  on  ex- 
amination with  my  distinguished  friend  Dr.  Joseph  A.  Eve, 
we  found  to  be  one  of  retroversion  of  the  uterus,  I  carefully 
experimented  and  noted  the  effect  of  air-entrance — first  into 
the  rectum,  and  then  into  the  vagina — upon  the  position  and 
direction  of  the  displaced  womb. 

"  The  vagina  was  kept  strictly  closed  until  after  an  obser- 
vation upon  the  rectum.  The  rectum  was,  to  all  intents  and 
purposes,  converted  into  a  colpeurynter.  The  distention  of 
its  walls  had  the  effect,  in  this  case,  of  partially  dislodging 
the  fundus  from  the  hollow  of  the  sacrum  (there  was  no 
impaction),  as  I  suppose  Braun's  colpeurynter  would  do  if 
inflated  within  this  cavity.  The  ^position  of  the  displaced 
womb  was  considerably  changed,  but  its  direction  not  at  all. 
After  carefully  considering  the  condition  of  the  cavity  and 
the  relation  of  the  fundus  uteri  to  the  face  of  the  sacrum,  the 
obliquity  was  instantly  corrected  by  the  additional  admission 


of  air  into  the  vagina. 


Op.  cit.,  1815. 
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"  One  of  the  uses  which,  I  think,  can  be  made  hereafter 
of  rectal  distention,  as  above  described,  is  that  it  may  ofEer  a 
facility  to  reposition  in  certain  cases  of  retroversion ;  that  it 
may  serve,  as  in  the  above  instance,  where  there  is  neither 
adhesion  nor  impaction,  to  dislodge  the  fundus,  thereby  mak- 
ing restitution  by  vaginal  inflation  and  inverted  gravity  easier 
and  more  certain.  Alone,  it  can  never  be  made  to  effect  the 
reposition  of  the  backward  obliquity." — Op.  cit.,  p.  9. 

By  the  above  it  will  be  seen  that  rectal  distention,  claimed 
by  Drs.  Simpson  and  Hart  as  one  of  the  expedients  necessary 
to  supplement  genu-pectoral  posture  and  vaginal  inflation,  had 
been  long  ago  recognized  by  me,  and  its  value  estimated  as 
oS.Qr'mg  facility  in  some  cases  of  retroversion. 

THE   COLPEUEYNTEB   IN    GENTJ-PECTORAL   POSTTTRE. 

The  application  of  Braun's  colpeurynter  never  contem- 
plated, as  is  well  known,  the  genu-pectoral  position;  and 
yet  in  any  other  posture  it  had  been  found  inefficient  to 
secure  reduction,  and  for  a  long  time  it  had  been  compara- 
tively but  little  resorted  to.  It  will  be  seen  hereafter  that 
its  action  in  connection  with  inverted  gravity,  and  after  the 
weight  of  the  heavy  abdominal  viscera  has  been  removed,  can 
be  made  available,  and  in  the  most  advantageous  manner. 

In  the  utero-pelvic  impaction  of  pregnancy,  which  has  so 
often  resisted  the  efforts  and  taxed  the  ingenuity  of  the  best 
gynecologists  when  the  attempt  at  reduction  has  been  made 
in  dorsal  decubitus  or  semi-prone  posture,  the  inflation  of  the 
colpeurynter  or  other  air-bag  within  the  rectum  while  the 
patient  is  in  the  genu-pectoral  posture  will  promptly  dis- 
lodge the  fundus  from  the  hollow  of  the  sacrum  and  bring  it 
under  the  influence  of  inverted  gravity,  by  which  it  is  imme- 
diately restored  to  its  proper  position.  The  following  cut 
presents  a  view  of  this  perplexing  and  sometimes  unmanage- 
able impaction  of  the  gravid  uterus. 

From  the  fact  that  the  rectum  rests  in  the  hollow  of  the 
sacrum,  and  is  flattened  against  the  bony  wall  by  the  fundus 
of  the  gravid  retroverted  uterus,  any  distention  of  the  rectum 
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will  cause  a  forward  movement  of  the  fundus.  As  we  have 
seen,  the  spontaneous  entrance  of  air  from  dilating  the 
sphincter  is  often  sufficient  to  dislodge  it  and  adjust  it  for 
revolution  as  soon  as  the  vagina  is  inflated.    Injecting  air  or 


Fig.  13. — Gravid  Eetroversion  in  the  Genu-pectoral  Posture,  before  Ecduction. 
(Diagrammatic. ) 

water  into  the  rectum,  as  recommended  by  Drs.  Simpson  and 
Hart,  will  make  no  greater  distention  than  this,  as  the  air  or 
water  thus  injected  could  not  overcome  any  decided  resist- 
ance, and  would  pass  the  sigmoid  flexure  and  fill  the  colon. 


Fig.  14. — Gravid  Eetroversion  in  the  Genu-pectoral  Posture,  after  Eeduction  with 
Barnes's  Dilator  in  the  Eectum.     (Diagrammatic.) 

In  decided  impactions,  as  that  of  pregnancy,  a  far  stronger 
displacing  force  is  generally  required  than  the  air  which  en- 
ters spontaneously  or  that  which  can  be  retained  by  injection. 


HENRY  F.   CAMPBELL.  277 

The  empty  bag  must  be  carried  above  tbe  equatorial  line  of 
the  uterine  globe,  and  then,  on  its  distention  with  air  or  water, 
the  fundus  vrill  be  dislodged  and  subjected  to  inverted 
gravity. 

In  a  case,  to  be  related  hereafter,  in  which  firm  impaction 
prevented  the  reduction  of  the  gravid  uterus,  Barnes's  dilator 
was  used  in  the  absence  of  Braun's  colpeurynter,  at  the  sug- 
gestion of  my  friend  Dr.  J.  S.  Coleman,  who  was  in  attend- 
ance with  me  in  the  case.  I  regard  this  instrument  as  pref- 
erable to  the  colpeurynter,  and  have  presented  a  diagram  of 
its  application  as  prepared  for  this  paper  by  Dr.  A.  Sibley 
Campbell. 

A  Sims  speculum  to  dilate  the  sphincter  ani  and  a  uter- 
ine sound  by  which  to  push  the  bag  in  place  are  convenient 
prehminaries  for  its  distention  with  water  or  air  by  a  David- 
son, syringe. 

But,  as  has  been  frequently  stated  in  other  portions  of 
these  remarks,  real  utero-pelvic  impaction  or  jamming,  that 
would  require  such  powerful  adjuncts  to  inverted  gravity  as 
that  above  described,  is  far  less  frequent  than  is  often  sup- 
posed by  those  who  attempt  reduction  of  gravid  retroversions 
in  the  ordinary  postures.  A  gravid  retroversion  which  may 
resist  reduction  by  all  other  means  in  other  postures,  and 
give  rise  to  the  conclusion  that  impaction  or  adhesion  was 
the  obstruction,  will  often,  indeed  in  the  majority  of  cases, 
yield  at  once  to  reversal  of  gravity  and  pneumatic  reduction 
in  the  genu-pectoral  posture,  all  the  disturbing  symptoms, 
whether  of  threatened  abortion  or  of  hysteria  or  of  vomiting, 
subsiding  at  once  on  the  full  reduction  of  the  uterus. 

In  the  following  case  no  other  means  were  brought  in 
requisition  to  reduce  the  gravid  uterus,  as  I  had  long  since 
abandoned  attempts  in  all  other  postures,  pneumatic  reduc- 
tion seldom  requiring  any  additional  aid : 

Case  I.  Gravid  Hetroversion  xoith  Threatened  Abortion 
promptly  relieved  by  Postural  Pneumatic  Replacement. — I  was 
called  to  Mrs.  A.,  who  had  been  for  some  days  confined  to  bed 
and  suffering  great  discomfort  in  the  pelvic  regions.     She  had 
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frequently  recurring  uterine  pains,  and  was  more  or  less  troubled 
with  rectal  and  vesical  tenesmus.  She  had  also  a  sense  of 
weight  as  though  constant  pressure  was  being  made  upon  the 
lower  bowels.  There  was  considerable  mucous  discharge  col- 
ored with  blood.  From  her  own  account  there  could  be  little 
doubt  that  she  was  in  the  second  or  third  month  of  pregnancy. 
This  being  accepted  as  the  fact,  her  symptoms  indicated  im- 
mediately impending  abortion.  She  had  had  one  or  more  mis- 
carriages previously.  In  order  to  relieve  her  distress,  she  had 
taken  opiates  freely.  Laudanum  or  McMunn's  elixir  not  con- 
trolling the  pain,  the  doses  had  "  been  increased  to  an  extent 
beyond  which,"  she  said,  "  she  could  not  go,"  as  they  had  ren- 
dered her  "  giddy  and  stupid." 

Finding,  on  examination,  that  the  case  was  plainly  one  of 
retroversion  of  the  gravid  uterus  in  the  earlier  months  of  preg- 
nancy, I  advised  her  to  assume  carefully  under  my  directions 
the  genu-pectoral  position.  While  in  this  position  I  carefully 
examined  again  with  the  index-finger.  The  cervix  uteri  was 
found  tilted  down  against  the  vesical  wall  of  the  vagina,  the 
fundus  remaining  up  in  the  hollow  of  the  sacrum.  The  patient 
was  now  directed  to  relax  the  abdominal  muscles  and  to 
"  breathe  easily."  The  index-  and  middle-fingers  of  the  right 
hand  were  introduced  with  palmar  surfaces  upward.  The  labia 
were  separated,  and  the  perineum  at  the  same  time  lifted  up 
toward  the  coccyx.  Air  at  once  entered  the  vagina,  the  gravid 
uterus  instantly  retired,  the  reduction  being  as  complete  as  it 
was  sudden.  The  patient  was  somewhat  startled  at  what  she 
described  as  "  a  sudden  movement  inside  of  her,"  which  she 
said  gave  her  a  sharp  but  momentary  pain.  She  expressed  the 
greatest  relief  at  the  immediate  subsidence  of  her  discomfort 
and  unpleasant  symptoms.  The  opiates  were  discontinued  and 
not  resumed. 

Fearing  a  recurrence  of  the  displacement,  her  husband  was 
requested  to  procure  a  pneumatic  repositor,  in  the  simple 
method  of  using  which  I  carefully  instructed  him  and  the 
patient.  This  was  to  have  been  applied  in  knee-and-breast 
posture  in  case  of  any  return  of  uterine  distress. 

On  calling  the  next  day,  I  found  that  this  lady  had  experi- 
enced no  return  of  pain  or  sanguineous  discharge.     She  was 
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out  of  bed,  against  my  advice,  on  the  third  day.  Her  husband 
subsequently  informed  me  that  she  had  had  to  resort  to  self- 
replacement  more  than  once  since  the  occasion  on  which  I  had 
relieved  her  by  digital  pneumatic  reduction. 

She  was  delivered,  at  full  term,  of  a  healthy  living  child. 
N'o  pessary  was  used  in  the  above  case. 

In  the  foregoing  instance  I  believe  abortion  would  almost 
certainly  have  resulted  had  reduction  of  the  gravid  displace- 
ment not  been  made.  I  believe,  further,  that  any  forcible  or 
direct  efforts  made  upon  the  womb  itself,  such  as  would  have 
been  required  for  reduction  or  for  introducing  and  correct- 
ing by  a  pessary  sometimes  used  for  this  purpose  in  any  of 
the  ordinary  positions,  would  have  endangered  the  continu- 
ance of  pregnancy.  And  yet,  with  inverted  gravity,  condi- 
tioned by  air-pressure,  how  speedy  and  thorough  was  the 
relief  afforded ! 

I  will  here  say  that,  of  course,  there  are  many  causes  which 
operate  to  produce  abortion  and  miscarriage  independently 
of  and  unconnected  with  either  downward,  backward,  or 
forward  gravitation  of  the  gravid  uterus.    In  these,  neither 
pneumatic  reduction  nor  the  more  permanent  correction  af- 
forded by  any  form  of  intra-vaginal  mechanical  support  can 
contribute  much  to  stay  the  progress  of  the  impending  ca- 
lamity.    It  is  needless  even  to  enumerate  these  causes,  as 
they  are  familiar  to  all  experienced  practitioners,  and,  more- 
over, do  not  come  within  the  purview  of  remarks  which  I 
bave  tried  to  restrict  definitely  to  that  class  of  cases — quite 
a  large  one— which  I  am  wiDing  to  claim  as,  in  one  way  or 
other,  amenable  beneficially  to  automatic  reduction.     My 
practical  remark  is  this  :  Even  in  many  of  these  other  cases, 
it  being  difficult  to  estimate  the  extent  and  the  influence  of 
gravid  displacement  in  determining  the  result  fatal  to  preg- 
nancy, I,  whenever  it  is  practicable,  seldom  fail,  unless  ad- 
vance has  previously  determined  the   matter,   to   attempt 
postural  pneumatic  reduction  as  one  of  my  first  and  most 
hopeful  expedients  in  arresting  abortion.     On  the   other 


280  THE  GENU-PECTORAL  POSTURE. 

hand,  retroversion  of  tlie  gravid  uterus  may  render,  as  is 
vrell  known,  expulsion  impossible,  thus  constituting  a  con- 
dition endangering  the  life  of  the  woman. 

In  a  discussion  of  the  subject  of  gravid  retroversion,  held 
December  4,  1874,  before  the  Obstetrical  Society  of  Lon- 
don, and  reported  in  The  Obstetrical  Journal  of  Great 
Britain  and  Ireland.,  vol.  ii,  ISTo,  22,  January,  18Y5,  the 
dangers  and  diflSculties  attending  retroversion  of  the  gravid 
uterus  are  well  shown..  In  this  discussion  Drs.  Robert  Barnes, 
Brunton,  Aveling,  Galabin,  Gervis,  Braxton  Hicks,  Edis,  and 
others,  were  engaged.  A  great  variety  of  ingenious  expedi- 
ents were  offered,  and  among  them  reduction  of  the  womb 
by  aspiration,  by  Dr.  Barnes.  Dr.  T.  Braxton  Hicks  pro- 
posed as  one  of  his  expedients  the  inflation  of  an  empty  air- 
bag  in  the  vagina,  with  the  patient  on  her  side.  We  can  but 
believe  that  the  application  of  the  Barnes  dilator  in  the  rec- 
tum, after  the  manner  represented  in  Fig.  14,  with  the  patient 
in  the  genu-pectoral  posture,  would  afford  the  best  chance  of 
relief  in  the  more  difficult  of  this  class  of  cases.  As  will  be 
seen,  without  the  bag  or  other  adjunct  the  genu-pectoral 
posture  and  simple  vaginal  inflation  will  sometimes  suffice  to 
secure  relief  in  conditions  apparently  very  serious. 

GKAVID  KETKOVEKSION,  WITHOUT  UTEEO-PELVIC  IMPACTION,  OB- 
STRUCTS A  PREMATURE  LABOR. — AUTOMATIC  REDUCTION  PER- 
MITS  EXPULSION   OF   THE   FETUS. 

Yon  Ritgen,  as  we  have  seen  {T7'an8actions  of  the  Ameri- 
can Gynecological  Society.,  vol.  i,  p.  199),  attributed  great 
value  to  position  as  a  "  mechanical  aid  "  in  cases  where  "  pen- 
dulous abdomen  "  or  other  abnormalities  gave  rise  to  mal- 
positions of  the  gravid  uterus  inimical  to  the  progress  of 
labor  or  obstructive  to  its  completion.  There  could  be  no 
more  insurmountable  obstruction  presented  to  the  expulsion 
of  the  fetus  than  that  of  the  bony  wall  of  the  pubis  against 
the  OS  tincse  during  the  parturient  efforts  of  a  retroverted 
gravid  uterus.  The  following  case  appears  to  have  presented 
this  kind  of  difficulty.     The  brief  statement  to  be  found  in 
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the  note  from  my  highly  valued  friend  Major  Harry  Ham- 
mond, formerly  Professor  of  the  Physical  Sciences  in  the 
University  of  Georgia,  will  be  read  with  much  interest, 
though  not  perhaps  without  a  reminiscence  and  a  smile  at 
his  gleeful  and  gratified  reference  to  one  of  the  modem  Eno-- 
lish  classics : 

Redcliffe,  S.  C,  September  21,  1875. 
Deae  Doctoe  :  I  have  only  been  able  to  read  a  very  little 
of  the  brochure  *  you  were  so  good  as  to  give  me,  but  that  lit- 
tle produced  so  marked  a  result  that  I  must  tell  you  of  it.     A 
woman  on  my  premises  had  been  confined  to  her  house  for 
more  than  a  month,  expecting  a  miscarriage  hourly.    Over  and 
over  again  laudanum  and  the  midwife  were  called  for,  and  the 
latter  has  been  in  constant  attendance  for  days.     Yesterday  all 
parties  became  alarmed  and  sent  for  Dr.  Eve.     He  came,  and 
determined  her  case  to  be  retroversion.     He  prescribed  for  the 
case,  and  recommended  the  midwife  to  try  replacement  in  the 
position  you  advise.    After  night,  the  husband  comes  in,  greatly 
distressed  ;  his  wife  is  out  of  her  head  with  the  pain,  and  in 
convulsions  ;  he  wants  a  horse  to  go  for  the  doctor,    I  visit  the 
patient  for  the  first  time,  and  find  all  the  negro  women  in  the 
neighborhood  there,  to  see  her  die.     The  poor  creature  seems 
to  be  in  terrible  agony.     If  you  had  been  in  reach,  of  course  I 
would  have  sent  for  you.     Failing  that,  I  determined  to  use, 
rough  at  a  venture,  as  much  of  you  as  I  had  at  my  com- 
mand ;  so  I  sent  to  the  house  for  your  pamphlet.    I  open  it  at 
the  illustrations,  and  call  up  two  of  the  most  intelligent  attend- 
ants and  carefully  explain  to  them   the   right  position,  etc., 
and   direct  them   to  try  it  ;   and,  as   they  begin   operations, 
I  leave  (!).      In  a  very  few  minutes  the  woman  was   easy, 
and  it  could  not  have  been  more  than  fifteen  minutes  when 
she  was  delivered  of  her  abortion,  and  has  been  doing  well 
since. 

Such  simple  and  speedy  relief,  after  six  weeks  of  suffering, 
seemed  like  magic  to  the  assistants,  and  I  felt  the  sort  of  grati- 
fied surprise  which  Jo,  in   Great  Expectations,  experienced 

'  Position,  Pneumatic  Pressure,  and  Mechanical  Appliance  in  Uterine  Lis- 
placements.  Savannah,  April,  1875. 
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•when  he  found  "  the  J  and  the  O  in  the  newspaper,  and  knew 
it  spelt  Jo." 

I  am  going  through  the  pamphlet  without  delay. 

Very  truly  yours,  Hakry  Hammond. 

To  Dr.  H.  F.  Campbell,  Augusta. 

The  above  familiarly  related  case,  though  clearly  not  writ- 
ten or  intended  for  publication,  I  have  adduced  on  account 
of  its  striking  peculiarities.  In  a  conversation  afterward 
with  Major  Hammond,  I  inquired  as  to  the  probable  date  of 
gestation,  and  also  as  to  the  character  of  the  convulsions.  He 
states  that  the  fetus  was  probably  one  of  over  four  months. 
A  peculiarity  of  the  father,  in  the  form  of  supernumerary 
fingers,  was  recognizable  in  the  fetus.  He  states  that  the 
convulsions  were  probably  eclamptic^  as  the  woman  was  un- 
conscious and  stertorous  for  some  time  after  his  coming  into 
the  room.  Here  again,  serious  as  were  all  the  symptoms, 
there  could  have  been  no  real  utero-jpelmc  impaction — and 
yet  when  would  this  woman  have  been  delivered  without 
automatic  reduction  acting  through  the  reversal  of  gravity  ? 

Professor  Hammond  is  the  eldest  son  of  the  late  Governor 
James  H.  Hammond,  former  Senator  from  South  Carolina. 
Though  an  earnest  cultivator  of  science,  and  deeply  read  in 
medicine,  he  does  not  practice  his  profession ;  and,  as  it  ap- 
pears from  his  note,  most  averse  of  all  would  he  be  to  en- 
gage personally  in  an  obstetric  operation  such  as  he  in  this 
instance  advised  and  directed  with  the  happiest  results. 

The  two  foregoing  cases  have  been  selected  from  some  of 
the  earlier  notes  of  our  observation  to  illustrate,  first,  the  lia- 
bility of  displacement  to  provoke  expulsive  uterine  contrac- 
tion, and,  secondly,  the  great  value  of  postural  pneumatic 
reduction  in  extricating  the  gravid  uterus  in  order  that  a  de- 
sirable result,  different  in  each  case,  might  be  obtained.  The 
one  now  to  be  described  will  be  recognized  as  one  of  a  class 
of  cases  in  which  extreme  danger  is  admitted,  and  in  which 
the  diflBculty  of  replacement,  by  any  of  the  ordinary  means 
and  in  any  of  the  ordinary  positions  of  the  body,  will  be  gen- 
erally acknowledged. 
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Case  III.  Gravid  Metroversion  at  or  near  the  Fourth 
Month  of  Utero-  Gestation,  with  Enormous  Distention  and  a 
Sacculated  Condition  of  the  Bladder. — Called  in  consultation 
"by  Drs.  J.  A.  and  S.  C.  Eve.  The  patient,  a  dark  mulatto 
woman,  tall  and  well-proportioned,  aged  about  forty-seven 
years,  had  borne  children.  One  of  them,  a  woman  of  over 
twenty-five  years,  was  then  present.  She  had  supposed  herself 
fully  in  the  menopause,  though  sometimes,  at  long  intervals, 
troubled  with  indications.  Her  appearance  indicated  a  woman 
of  more  advanced  age.  She  was  greatly  emaciated,  feverish, 
and  confined  to  bed. 

For  some  weeks  previous  to  our  present  visit  she  said  that 
she  had  felt  much  pelvic  and  abdominal  distress,  had  suffered 
greatly  from  rectal  and  vesical  tenesmus,  but  had  continued  to 
pass  both  feces  and  urine,  though  not  without  pain,  still  in  ap- 
parently sufficient  quantities. 

As  on  examination,  by  Dr.  Sterling  C.  Eve  some  days  pre- 
viously, we  now  found  the  abdomen  very  much  swollen  in  the 
region  of  the  umbilicus,  but  in  the  iliac  and  lumbar  regions 
there  were  well-defined  tumors — the  larger,  on  the  left  side, 
about  the  size  of  a  cocoanut,  that  on  the  right  somewhat  smaller. 
These  tumors,  on  palpation,  conveyed  to  the  hand  the  sensa- 
tion of  fluid  filling  cysts  in  these  regions.  The  same  character 
of  palpation  marked  the  surface  of  the  hypogastric  region  even 
up  to  the  umbilicus.  Examination  per  vaginam  encountered 
prolongations  of  this  cyst  downward  into  the  pelvis,  apparently 
displacing  the  uterus  and  tilting  up  the  neck  toward  the  pubes, 
where  it  was  somewhat  tightly  pressed  by  one  of  these  prolon- 
gations against  the  upper  wall  of  the  vagina.  The  posterior 
cul-de-sac  of  the  vagina  was  obliterated,  and  the  enlarged  fun- 
dus of  the  womb  could  be  here  felt  retroverted  and  firmly  fixed. 
The  entire  assemblage  of  features  presented  by  the  case  resem- 
bled one  of  ovarian  cyst  in  which  the  accumulation  had  dis- 
placed and  depressed  a  somewhat  enlarged  womb. 

After  the  most  careful  inquiry  and  particular  exploration, 
the  possibility  of  pregnancy,  though  suggested  to  our  mind, 
being  apparently  out  of  the  question,  to  relieve  the  woman  of 
the  extreme  distention,  hoping  thereby  to  lessen  the  irritative 
fever,  tapping  either  in  the  vagina  or  in  the  left  iliac  region 
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was  determined  on.  Strict  inquiry  being  made  again  as  to  the 
passage  of  the  urine,  both  the  patient  and  her  mother,  an  intel- 
ligent old  woman,  assured  us  positively  that  she  had  passed 
water  quite  freely  more  than  once  each  day.  Preparatory  to 
tapping,  it  was  suggested  that  Dr.  Sterling  Eve,  whose  patient 
she  was,  should  apply  the  catheter.  Our  first  well-grounded 
suspicions  as  to  the  true  nature  of  the  case  were  now  awakened. 
The  urine  flowed  freely,  but  not  with  any  remarkable  force. 
It  was  dark-colored  at  first,  but  soon  became  darker  and  finally 
black,  and  obviously  largely  mixed  with  disintegrated  and  pu- 
trescent blood,  extremely  offensive,  filling  the  room  with  a  stench 
and  leaving  an  enduring  and  intolerable  odor  upon  the  hands. 
Thirteen  large  coffee-cupfuls — at  least  six  pints — were  voided. 
Pressure  had  to  be  made  over  the  abdomen  to  keep  up  the  flow. 
The  tumors  rapidly  subsided  on  evacuating  the  bladder,  as  did 
also  the  cysts  projecting  into  the  vagina.  The  woman  ex- 
pressed herself  as  greatly  relieved  by  the  enormous,  and  to  her 
evidently  most  unexpected  and  unaccountable,  discharge  of 
urine.  Many  shreds  of  mucous  membrane,  some  quite  lai'ge, 
were  every  now  and  then  clogging  the  flow  of  the  urine.  These 
were,  as  we  found  afterward,  ragged  fragments  of  the  exfoli- 
ated lining  of  the  bladder. 

Our  examinations  were  now  diligently  repeated  under  the 
light  of  these  new  developments.  The  womb,  now  more  acces- 
sible, was  found  in  a  position  of  extreme  retroversion,  as  was 
previously  suspected,  the  fundus  being  firmly  fixed  in  the  hollow 
of  the  sacrum.  Further  inquiries  as  to  menstruation  developed 
that  for  a  year  or  more  past  she  had  had,  at  long  intervals,  either 
slight  sanguineous  discharges  or  hemorrhages.  Besides  this, 
other  circumstances  favored  the  probability  of  pregnancy. 

Whatever  might  be  the  exact  condition,  an  immediate  re- 
duction of  the  retroversion,  if  possible,  was  plainly  indicated. 
The  patient,  though  feeble,  had  been  able  to  get  up  to  evacuate 
the  bladder  and  rectum  when  necessary.  She  was  now  assisted 
somewhat,  and  partly  held  up  in  the  genu-pectoral  position. 
The  four  chette  and  recto- vaginal  septum  were  forcibly  elevated, 
and,  without  any  difiiculty,  the  enlarged  uterus  dropped  at  once 
out  of  the  hollow  of  the  sacrum,  and  was  felt  through  the  thin, 
flabby  wall  of  the  abdomen  near  to  the  umbilicus.     There  cer- 
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tainly  was  not  the  least  impaction  after  the  removal  of  the 
urine  from  the  bladder. 

Dr.  Eve  continued  to  visit  her.  He  found  it  necessary  to 
use  the  catheter  daily  afterward  for  many  days,  sometimes 
drawing  off  a  considerable  quantity — often  over  two  pints. 
During  this  attendance,  some  quite  large  patches  of  mucous 
membrane  were  drawn  away  through  the  urethra  with  the  fin- 
gers. 

This  woman  did  not  miscarry,  though  her  health  improved 
but  little.  She  passed  from  under  Dr.  Eve's  observation.  Her 
mother,  herself  a  midwife,  informed  me,  many  months  after- 
ward, that  she  continued  on  to  full  term  and  gave  birth  to  a 
small  dead  fetus,  dying  herself  within  a  month  after  parturi- 
tion. 

The  above  ease,  it  will  be  observed,  presents  all  the  marks 
of  and  is  identical  in  nearly  all  its  features — especially  that 
of  vesical  distention — with  many  in  which  utero-jpelvic^  im- 
paction has  been  supposed  to  be  the  insurmountable  cause 
of  the  womb's  fixity  under  the  sacral  promontory  ;  and  yet, 
on  the  removal  of  the  immense  collection,  which  probably 
initiated  the  retro-displacement  and  then  kept  the  womb 
firmly  wedged  in  the  hollow  of  the  sacrum,  automatic  reduc- 
tion was  easily  evoked  by  postural  pneumatic  equilibration. 
It  is  plain  here  that,  with  all  the  disastrous  consequences  of 
retroversion,  there  was  actually  no  serious  impaction  from  dis- 
proportion between  the  contained  uterus  and  the  containing 
pelvis.     It  was  loose  enough  to  fall  out  by  its  own  weight. 

'  The  term  iciero-pelvie  impaction  is  necessarily  supplied  here  and  elsewhere 
in  this  paper,  I  hope  admissibly,  to  define  the  difference  between  impaction 
caused  by  the  pressure  of  other  organs — as  the  distended  bladder,  or  by  down- 
ward visceral  muscular  and  atmospheric  pressure,  or  by  socketing — and  that,  on 
the  other  hand,  which  in  many  eases,  without  doubt,  results  from  the  entire  and 
tightly  fitting  occupation  of  the  pelvis  by  a  womb  so  much  enlarged  by  advanced 
pregnancy,  or  from  other  causes,  as  to  have  become  jammed  in  its  cavity  and 
retained  below  the  promontory  of  the  sacrum.  When  the  contained  uterus  is 
too  large  for  the  imprisoning  pelvis  we  have  what  constitutes  utero-pelvic  im- 
paction. 

Other  cases  of  gravid  retroversion  will  be  found  in  that  portion  of  our  re- 
marks which  considers  the  prolonged  nausea  and  vomiting  of  pregnancy. 
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As  a  question -of  incidental  interest,  it  may  be  added  that 
it  is  probable  that  in  th^  free  daily  evacuations  of  the  blad- 
der she  only  passed  what  is  called  "  the  overflow  "  of  an  enor- 
mously distended  and  paralyzed  bladder. 

THE   HTSTERO-DTNAMIC   REFLEXES  OF  PKEGNANCT. PEOLONGED 

NAUSEA  AND   VOMITING. 

That  the  pregnant  woman  is  often  the  subject  of  a  pecu- 
liar and  exalted  nervous  excitability,  both  direct  and  reflex, 
is  obvious  and  familiar  to  every  one  who  has  given  even  a 
casual  attention  to  the  ordinary  phenomena  of  this  condition. 
From  the  trivial  fancy  to  the  "  longing,"  which  grows  into  a 
possession  or  a  mania ;  from  the  evanescent  twinge  to  the 
persistent  pangs  of  neuralgia ;  from  the  passing  qualms  of 
morning  sickness  to  the  unending  nausea  that  starves,  and 
the  vomiting  that  threatens  life ;  from  the  fretting  dysuria 
and  scarcely  noticeable  puffiness  of  face  and  limbs  to  the  al- 
buminuria, the  toxemia,  and  the  dropsical  bloat ;  and,  lastly, 
from  the  occasional  spark  and  tremor  to  the  bewildering  flash 
and  frightful  eclampsia  of  childbed — we  can  make  up  the 
lighter  and  the  darker  shades  of  a  complex  though  familiar 
picture  which  portrays  and  characterizes  the  woman,  and  her 
alone,  and  only  during  her  nine  months  of  utero-gestation. 

It  would  be  an  interesting  and  instructive  exercise,  if  not 
a  novel  one  in  the  field  of  research,  to  note  the  varied  modi- 
fications of  functional  phenomena  as  they  are  presented  dur- 
ing pregnancy.  To  differentiate  and  classify  these,  and  to 
trace  each  one  to  the  source  of  its  development  and  activity, 
would  be  an  accomplishment  of  much  importance,  and  one 
calculated  to  clear  away  many  of  the  obscurities  which  at 
present  embarrass  our  interpretation  of  some  of  the  exhibi- 
tions which  characterize  what  we  now  designate  as  the  mor- 
bid conditions  of  pregnancy. 

As  the  basis  of  such  a  classification  of  phenomena,  it 
would  be  found  that  every  department  of  the  nervous  system 
would  be  comprehended — the  intellectual  and  the  emotional, 
no  less  than  the  organic,  the  sensory,  and  the  motor;  for  in 


HENRY  F.  CAMPBELL.  287 

them  all  the  unusual  nutritive  changes,  at  that  time  dominant 
in  the  system,  serve  as  a  powerful  factor  in  awakening  their 
activity  and  in  exalting  both  their  direct  and  reflex  excita- 
bility. 

The  state  of  the  blood  and  tissues,  or,  in  the  language 
of  a  past  era,  of  "  the  fluids  and  solids,"  which  conditions 
such  exalted  excitability,  has  been  heretofore  discussed  in  a 
paper  relating  to  a  set  of  phenomena  closely  allied  to  our 
present  subject:  ^  "But  it  may  be  asked.  Why,  in  the  preg- 
nant condition  particularly,  should  we  find  this  irritability, 
or  predicate  this  reflex  responsiveness  of  the  ganglia  to  both 
internal  impressions  through  the  blood,  as  well  as  to  external 
impressions  through  any  of  the  sensory  nerves  ?  The  cause 
of  this  condition,  we  have  used  a  term,  every  day  becoming 
less  familiar,  to  designate :  '  Increased  polarity  of  the  nerve- 
centers,'  if  stated,  we  believe,  would  be  perfectly  compre- 
hensible, but,  being  none  the  less  theoretical  on  that  account, 
it  is  inadmissible  except  as  an  hypothesis.  In  the  pregnant 
condition  the  demand  upon  the  woman's  resources  of  nutri- 
tive supply  are  greatly  increased.  That  she  is,  in  certain 
particular,  temporarily  endowed  with  a  nervous  apparatus, 
correspondingly  enhanced  in  power  to  answer  such  demand, 
the  investigations  of  Dr.  Kobert  Lee,  of  London,  establishing 
the  rationale  of  the  increased  growth  and  muscular  power  of 
the  uterus,  most  unanswerably  demonstrate.  Ganglia  of  the 
womb,  before  undiscoverable,  become  rapidly  developed,  both 
in  size  and  activity,  to  a  degree  commensurate  with  the  con- 
trol and  with  the  activities  they  are  to  give  to  the  enormously 
developed  vascular,  muscular,  and  nutrient  endowments  of 
the  gravid  uterus.  .  .  .  "With  all  this  before  us,  the  greatly 
enhanced  nutrition  everywhere,  with  this  plainly  indicated 
teleological  plan,  by  which  increased  nutrition  and  power,  as 
in  the  womb,  are  made  to  rest  upon  a  temporarily  organized 
apparatus  of  nerve-force,  why  may  we  not  legitimately  predi- 
cate an  analogously  increased  nutrition  and   normally  in- 

'  "  Blood-letting  in  Puerperal  Eclampsia,  Pathology,  and  Therapeutics,"  etc. 
American  Journal  of  Obstetrics,  August,  1876. 
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creased  polarity  in  the  cerebral  and  basal  ganglia  of  the  en- 
cephalon  " — and,  we  here  add,  sj)inal  centers — "  in  order  that 
resources  of  nerve-force  may  be  engendered  in  amounts  ade- 
quate to  the  sensory,  the  motor,  and  the  nutrient  supply  which 
the  general  system  is,  during  that  time,  called  upon  to  yield  ? 
Such,  in  the  want  of  demonstrated  proof,  we  can  only  say 
we  believe  is  necessarily  the  actual  and  normal  condition  of 
augmented  nervous  apparatus  for  the  production  of  an 
amount  of  nerve-force  adequate  to  the  augmented  demand. 
This  may  be  said  to  render  the  brain  and  spinal  system  of 
the  pregnant  woman  a  highly  polarized  magazine  of  poten- 
tial force,  ever  liable  to  become  actual  and  uncontrollable 
whenever  it  is  awakened  into  action  by  any  of  the  imminent 
conditions  of  quality  or  quantity  of  the  blood,  which  we  have 
described ;  .  .  .  and  no  less,  as  is  sufficiently  familiar  to  all, 
does  reflected  irritation  from  any  distant  organ  set  in  train 
the  identical  role  of  phenomena,  the  womb  oftenest  of  all 
organs ;  hence,  the  expression  of  the  philosophic  and  ob- 
serving Dr.  Power,  'metastatic  labor-pains,'  which,  being 
interpreted  by  us,  means  reflected  and  distributed  uterine 
irritation^ 

From  the  above-described  condition  of  excitability  in  the 
nervous  system  of  the  pregnant  woman,  and  the  recognized 
capacity  of  the  uterus,  by  its  wide-spread  relations,  to  become 
the  excitor  of  reflex  phenomena,  it  is  not  surprising  that  the 
nutritive  and  trophic  processes,  being  perfected  within  its 
organism,  even  independently  of  any  extraneous  or  super- 
added irritation,  should  give  rise  to  morbid  or  quasi-iRorhid 
phenomena  in  various  and  distant  regions  of  the  body ;  in- 
deed, by  virtue  of  this  reflex  control,  it  is  capable  of  modify- 
ing or  of  increasing  the  functional  activity  of  apparently 
every  organ  or  system  of  the  entire  organism. 

That  nausea  and  vomiting  should  be  one  of  the  exhibi- 
tions of  this  ever-abiding  and  never-absent  reflex  potentiality 
can  surprise  no  one  who  will  consider  the  conditions  for  their 
production,  or  that  the  presence,  in  a  more  or  less  active  de- 
gree, of  these  most  common  of  all  the  reflexes  should  have 
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come  to  be  regarded  as  among  the  nonnal  concomitants  of 
pregnancy. 

With  these  considerations  before  us,  it  can  well  be  ap- 
preciated how  any  irritation,  superadded  to  that  already  ex- 
isting, would  readily  convert  this  occasional  and  easily 
endurable  disorder,  which  does  not  forbid  adequate  nutrition, 
into  the  fierce  and  unrelenting  demon  of  that  perpetual  and 
intolerable  nausea  and  vomiting  which  resist  and  eject  all 
food,  and  which,  by  long  continuance,  bring  these  patients 
to  the  verge  of  the  grave  by  privation  and  inanition. 

I  know  of  no  condition  of  the  pregnant  uterus  so  liable 
to  exist,  and,  when  existing,  so  capable  of  provoking  the 
irritation  to  precipitate  this  calamitous  result,  as  a  disturbing 
displacement  of  the  gravid  uterus,  which  I  have  so  often — 
indeed,  invariably — found  to  accompany  this  extreme  condi- 
tion. I  use  the  term  here  disturbing  displacement,  for  it 
will  be  recollected  that,  in  the  earlier  months  of  pregnancy, 
a  more  or  less  decided  downward  gravitation  of  the  uterus 
to  a  plane  below  the  level  of  its  non-gravid  condition  is  gen- 
erally recognized  as  the  rule  of  gestative  evolution. 

EAELT  GRAVID  DESCENT  PEOTECTTVE  OF  THE  OVTM,  BTT  FAVOK- 
ABLE  TO  THE  OCCUKKEXCE  OF  REFLEXES,  TS.  THE  PBEGlfANT 
WOMAN. 

That  downward  displacement  of  the  uterus  is  a  normal 
attendant  upon  the  early  months  of  pregnancy,  I  may  say, 
has  been  fully  admitted  as  a  fact  of  observation i  let  us  now 
see  if  it  may  not  be  admitted,  also,  as  a  fact  of  reason. 

The  unimpregnated  healthy  uterus,  suspended  or  sup- 
ported at  its  normal  plane  in  the  pelvis,  is,  as  we  have  seen, 
a  not  very  sensitive  viscus,  adjusted  for  and  subject  to  con- 
siderable latitude  of  motion,  often  encountering  without 
injury  the  most  abrupt  changes  of  position.  These  constant 
tumblings  occur  in  various  movements  of  the  body,  whether 
initiated  by  muscular  action  or  by  the  sudden  jostling  of 
extraneous  forces.  A  teleological  interpretation  of  normal 
gravid  descent  may  have  perhaps  the  following  formula  for 
19 
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its  expression:  The  tender  germ,  in  its  early  ingraftment 
upon  the  inner  surface  of  the  uterine  cavity,  would  be  liable 
to  injurious  shaking,  addling,  or  to  the  disruption  of  its  re- 
cent attachments,  if  subjected  to  the  frequent  concussions 
incident  to  the  elevation  and  insecure  suspension  which  it 
has  at  the  ordinary  plane ;  again,  the  recently  pregnant 
womb  itself,  with  its  increased  vascularity,  greatly  enhanced 
nervous  susceptibility,  and  augmented  weight  and  momentum, 
would,  at  that  elevation,  be  subjected  to  many  impressions 
of  force  or  of  external  violence,  injurious  and  dangerous  to 
or  subversive  of  its  function  of  "gravidal  nidation."  Both 
these  constantly  recurring  hazards  to  prosperous  pregnancy 
are  teleologically  secured  against  by  the  fact  that  the  softened 
and  relaxed  ligaments  gradually  yield  to  the  weight  of  in- 
creasing gravidity.  The  sensitive  nest,  containing  and  nour- 
ishing the  exquisitely  delicate  egg  for  safety,  settles  down  to 
a  more  fixed  and  secure  position  between  the  rectum  and 
bladder,  that  they  may  enjoy,  for  the  necessary  time,  the 
more  stable  support  offered  by  the  less  pendulous  but  yet 
elastic  floor  of  the  pelvis.  By  the  time  that  increased  growth 
has  rendered  the  uterine  globe  too  large  to  be  accommodated 
in  its  narrow  receptacle,  attachment  of  the  ovum  has  been 
made  secure,  and  established  evolution  has  rendered  the 
uterus  itself  less  susceptible  to  disturbing  influences.  The 
necessary  delivery,  at  the  period  of  quickening,  out  of  this 
profound  and  bone-girt  retirement  into  a  more  elevated  and 
less  protected  environment  seems  to  approach  and  somewhat 
typify  the  final  parturition,  which  establishes  for  the  fetus 
an  independent  existence.^ 

Though  I  have  attempted  to  argue  the  benefits  resulting, 
as  a  rule,  from  the  early  descent  of  the  uterus  as  to  protection 
to  the  tender  germ  and  ovum,  I  think  we  can  not  fail  to  rec- 

^  Here  the  glimpse  of  an  analogy  may  be  recognized  by  some  between  this 
ascent  of  the  pregnant  uterus  at  half-term,  of  its  complete  development  of  the 
fetus,  and  the  gestation  of  marsupials,  divided  between  the  uterus  and  the  ex- 
ternal abdominal  pouch.  In  the  view  I  have  above  ventured  to  present,  the  one 
does  seem  dimly  to  foreshadow  the  other.  "  All  are  but  parts  of  one  stupendous 
whole." 
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ognize,  in  this  depressed  situation  of  the  gravid  uterns,  when 
taken  in  connection  with  the  increased  weight  of  the  fundus 
and  the  laxity  of  the  uterine  ligaments,  an  enhanced  liability 
to  many  of  the  inconveniences  which  occasionally  present 
themselves,  and  which  may  become  actual  disorders  and 
dangers  during  those  earlier  months  of  pregnancy.  Exag- 
geration of  the  natural,  and  what  we  may  call  functional^ 
gravid  descent  gives  rise  to  the  inconveniences  resulting 
from  gravid  prolapses. 

Any  forward  deviation  from  the  normal  axis  necessarily 
gives  rise  to  the  inconveniences  of  gravid  anteversion ;  any 
backward  deviation  from  the  normal  axis  results  in  the  in- 
conveniences— and  dangers  as  well — of  gravid  retroversion ; 
and  it  is  known  that  a  low  position  of  the  uterus,  non-gravid 
and  gravid,  is  always  favorable  to  both  the  anterior  and 
posterior  obliquities. 

It  is  on  account  of  this  descended  condition  of  the 
uterus,  having  for  its  object  a  protective  and  beneficent  end, 
but  exceptionally  resulting  in  evil  and  discomfort,  that  we 
find  so  varied  and  so  numerous  a  group  of  irritations — local 
as  well  as  reflected — to  hang  around  and  embitter  the  early 
months  of  utero-gestation  in  a  very  considerable  number  of 
the  pregnant  women  who  apply  to  us  for  relief.  They  are 
caused  by  either  exaggerations  of  a  normally  depressed  plane 
of  the  gravid  uterus,  or  by  deviations,  forward  or  backward, 
from  its  normal  axis. 

With  the  local  inconveniences,  discomforts,  dangers,  or 
catastrophes  of  the  conditions  I  have  been  describing,  I  do 
not  propose  to  deal  in  this  part  of  my  discussion.  "We 
have  seen  that  a  great  variety  of  uterine  distresses  —  and 
threatened  abortion  among  them — received  marked  and 
permanent  relief  by  postural  pneumatic  reposition  under 
the  reversal  of  the  bearing  of  gravity ;  nor  do  I  propose  to 
discuss  more  than  one  of  the  numerous  and  greatly  varied 
reflexes  which,  as  I  think,  can  be  rationally  attributed  to 
this  condition  of  the  gravid  uterus,  and  for  any  of  which — 
in  passing,  I  wiU  add — we  could  as  rationally  predicate 
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relief  by  the  same  process  of  reduction.  It  is  to  tlie  nausea 
and  vomiting — the  most  common,  the  most  distressing,  and 
sometimes  the  most  unmanageable  and  dangerous  of  all  the 
uterine  reflexes — that  I  now  ask  to  call  attention. 

THE  PEOLONGED  NAUSEA  AJSiD  VOMTmSTG   OF  PEEGNANCT. 

I  have  endeavored  to  show  that  the  pregnant  uterus  is  an 
organism  exquisitely  and  abundantly  endowed  with  innerva- 
tion as  well  as  vascularity.  It  may  be  regarded  as  a  maga- 
zine of  nerve-force  and  of  nutritive  resource,  for  its  own 
growth  and  for  the  development  of  the  fetus.  "While  con- 
stituting in  itself,  in  one  sense,  a  complete  and  distinct 
organism,  it  is  still  sufiiciently  intimately  connected  with  the 
general  nervous  centers  of  the  body  to  constitute  it  a  center 
from  which  excitor  influences  of  the  most  energetic  and 
clearly  recognized  character  may  emanate,  to  evoke  activity 
in  various  and  often  distant  portions  of  the  general  economy. 
It  has  been  held  from  time  immemorial,  and  by  humanity 
universal,  long  before  the  reflex  function  was  announced,  and 
by  those  who  had  no  knowledge  of  centripetal  and  efferent 
avenues  of  nerve-force,  that  the  gravid  womb  was  the  fons 
et  origo  of  the  gravid  nausea.  The  latest  illumination  of 
science,  while  it  could  give  the  rationale,  can  do  no  more  to 
establish  the  fact. 

!Now,  before  the  presentation  of  the  illustrative  cases 
that  have  been  furnished  by  my  own  experience,  perhaps 
a  not  very  extended  consideration  will  suffice  to  show  the 
effect  of  displacement,  rendering  the  gravid  uterus  an  in- 
strumentality by  which  this  reflex  can  be  so  exaggerated 
as  to  become  provocative  of  a  morbid  degree  and  danger- 
ous form  of  this  natural  and  unavoidable  result  of  the  gesta- 
tive  process. 

When  we  consider  the  expanded  endowments  of  the 
gravid  uterus,  its  exaggerated  innervation,  its  abundant 
vascularity  and  muscularity,  the  nutritive  and  trophic  pro- 
cesses being  perfected  within  its  organization,  and  the  com- 
plex vital  activities  required  to  accomplish  the  important 
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end  of  its  functional  intent,  we  can  -well  admit  that  any  irri- 
tation or  disturbance,  superadded  to  the  exaltation  already 
existing,  might  convert  it  into  an  excitor  center,  from  which 
could  be  radiated  the  most  potent  and  perturbating  reflex 
excitation,  and  of  a  character  such  as  would  endure  so  long 
as  the  exciting  cause  might  continue  to  act  upon  it. 

As  I  have  heretofore  remarked  in  regard  to  abortion, 
there  may  be  other  causes  which  may  operate  also  to  supply 
the  uterine  irritation  provocative  of  reflex  nausea,  but  I 
can  conceive  of  no  condition  so  apt  to  exist,  and,  when  ex- 
isting, so  well  calculated  to  convert  the  gravid  uterus  into 
such  a  center  as  I  have  described,  for  the  vigorous  irradia- 
tion of  nerve-force,  as  the  compressed,  and  crowded,  and 
irritating  one  in  which  it  is  found  in  some  of  the  more  ex- 
aggerated forms  of  gravid  displacement. 

The  following  cases,  some  of  them  not  of  recent  date, 
each  one  more  or  less  varied  in  its  character,  will  serve  to 
illustrate  the  value  of  the  genu-pectoral  posture  and  pneu- 
matic reduction  in  this  form  of  hystero-dynamic  reflex  of 
the  pregnant  condition. 

CASES   OF   FAUSEA   AND   VOMnTNG. 

Case  I.  Gravid  Hetroversion  in  Early  Pregnancy  caus- 
ing Nausea  and  Profuse  Salivation ;  relieved  by  Postural 
Pneumatic  Replacement. — October  16,  1874,  called  to  Mrs.  N. 
T.  J.,  aged  forty  years.  She  had  had  one  child  by  a  former 
marriage,  now  living,  nineteen  years  of  age.  She  suffered  from 
nausea  and  inability  to  take  food,  but  vomited  but  seldom. 
The  particular  phase  of  reflex  irritability  in  this  case  was  the 
most  profuse  and  distressing  salivation.  All  day  the  salivary 
secretion  was  so  constant  and  abundant  that  she  was  unable  to 
go  into  company,  and  at  night  some  six  or  eight  large  towels 
were  saturated  with  the  saliva. 

Eating  was  impossible  on  account  of  this  and  of  the  deathly 
nausea.  She  had  been  confined  to  her  bed  for  over  six  weeks. 
I  found  her  complaining  of  pains  and  bearing  down  in  the  lower 
part  of  the  body  and  rectum,  with  irritation  of  the  bladder  and 
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frequent  micturition.  Suspecting  gravid  displacement,  I  exam- 
ined her,  and  found  extreme  gravid  retroversion  of  the  uterus, 
the  fundus  of  the  womb  apparently  impacted  in  the  hollow  of 
the  sacrum.  Repeated  efforts  to  replace  the  womb  proved  un- 
availing on  account  of  this  impaction.  I  was  somewhat  alarmed 
at  the  difficulty  of  replacement,  considering  the  period  of  preg- 
nancy (about  the  fourth  month).  Being  unwilling  to  make 
more  violent  effort  at  the  present  time,  I  directed  Mrs.  J.  to 
assume  the  genu-pectoral  position  frequently  during  the  day, 
and  to  use  my  pneumatic  repositor,  hoping  that  the  womb 
might  be  spontaneously  replaced  by  reversion  of  gravity. 
Called  the  following  night ;  found  the  organ  somewhat  mova- 
ble in  the  knee  and  breast  posture,  on  pressure  upon  the  neck 
and  cervical  portion  of  the  body  as  far  as  I  could  reach,  but  it 
would  only  slightly  revolve  on  pressure  applied  either  through 
the  vagina  or  rectum  ;  in  this  much,  the  womb  appearing  more 
loose  and  somewhat  more  movable  than  on  the  night  before, 
the  fundus  still  remaining  fixed  under  the  promontory  of  the 
sacrum,  revolving  as  on  a  pivot  in  that  situation  whenever  the 
neck  was  pressed  downward,  to  the  umbilicus. 

Failing  to  act  upon  the  fundus,  as  my  fingers  could  not  pass 
beyond  the  equator  of  the  uterine  globe,  and  fearing  that  more 
violent  efforts  might  excite  uterine  contraction,  I  directed  her 
to  continue  the  frequent  use  of  the  genu-pectoral  position  dur- 
ing the  next  day.  Examining  her  the  next  night  in  the  dorsal 
decubitus,  I  found  the  situation  of  the  womb  unchanged,  and 
her  symptoms  in  no  particular  benefited.  Placing  her  now  in  the 
genu-pectoral  position,  I  elevated  the  perineum  with  the  fingers, 
a  moderate  amount  of  air  entered,  but  no  real  change  of  situa- 
tion occurred  ;  but,  on  making  pressure  upon  the  neck  to  a  very 
slight  degree,  the  fundus  suddenly  left  its  situation  under  the 
promontory  of  the  sacrum,  revolving  into  complete  and  per- 
manent anteversion  ;  this  movement  was  accompanied  by  an 
abundant  entrance  of  air  and  complete  ballooning  of  the  vagina. 
The  patient  expressed  herself  as  being  instantly  relieved  of  the 
pressure  and  other  unpleasant  symptoms.  Calling  the  next 
day,  I  found  her  out  of  bed — for  the  first  time  in  several  weeks 
— the  salivation  and  nausea  entirely  subsided,  no  examination 
thought  necessary,  and  in  less  than  a  week  she  was  on  the  street 
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walking,  and  out  driving.     After  a  prosperous  pregnancy,  at 
full  term,  she  was  delivered  of  a  healthy  child. 

In  this  case  it  would  appear  that  serious  if  not  fatal  im- 
paction was  impending.  I  have  attributed  the  foregoing 
happy  results  (correctly  or  not  I  can  not  say)  to  the  effect  of 
position  in  lessening  the  size  of  the  womb,  by  diminishing 
the  turgescence  of  its  walls,  thus  rendering  it  more  movable. 
Of  course,  the  turgescence  of  the  rectum  and  packings  of 
the  vagina  were  lessened  by  the  frequent  and  prolonged 
maintenance  of  the  inverted  position  which  she  had  been  in- 
structed to  practice. 

As  to  the  principal  peculiarity  of  the  case  itself,  reflex 
phenomena,  initiated  by  uterine  irritation,  are  more  or  less 
familiar  to  every  one.  They  seem  to  be  of  at  least  three  dis- 
tinct kinds :  (1)  Reflex  sensory,  shown  in  various  neuralgic 
affections ;  (2)  reflex  motory,  indicated  by  convulsive  mani- 
festations, eclampsia  being  the  most  serious  ;  and  lastly,  and 
rather  more  obscure  than  the  others,  reflex  secretory  phe- 
nomena, of  which  the  above  case  is  a  well-marked  illustration. 

Many  facts  of  observation  and  of  record  have  long  been 
in  our  possession  clearly  denoting  the  existence  of  an  excito- 
secretory  function  of  the  nervous  system  and  of  its  influence 
as  connected  with  uterine  irritation.  The  most  common  and 
notable  of  these  are :  the  limpid  and  abundant  urine  of  hys- 
teria, the  nausea,  gastric  and  intestinal  disturbance,  besides 
other  deranged  secretions  with  modified  circulation  and  nu- 
trition resulting  from  uterine  irritation,  whether  of  the  preg- 
nant or  non-pregnant  state.  There  can  be  no  doubt  that  the 
profuse  salivary  discharge — distressing  the  patient  for  many 
weeks,  and  which  was  so  promptly  arrested  on  the  replace- 
ment of  the  womb — was  the  result  of  uterine  irritation,  re- 
flected through  the  sensory  nerves  of  the  organ  and  through 
the  spinal  cord  to  the  ganglia  and  vaso-motor  filaments  sup- 
plying the  salivary  glands,  fauces,  and  pharynx — a  well- 
marked  exhibition  of  reflex  excito-secretory  response  in  parts 
widely  separated  from  the  seat  of  irritation. 
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Case  II.  Oravid  Metroversion,  with  Uiero-pelmc  Impac- 
tion;  Meduction  in  Genu-pectoral  Posture  by  Barnes's  Di- 
lator distended  in  the  Mectum,  and  by  Mectal  Inflation; 
Nausea  and  Vomiting  relieved. — In  August,  1874,  Mrs.  H.  T. 
R.  had  undergone  excessive  and  prolonged  fatigue  in  nursing 
a  sister  extremely  ill.  My  attention  was  called  to  her  by  a 
member  of  the  family,  who  said  she  had  eaten  nothing  for  a 
week  or  more,  and  vomited  at  all  attempts,  whether  at  eating 
or  drinking.  I  found  her  lying  upon  a  sofa,  extremely  pale 
and  emaciated,  distressed  with  incessant  nausea.  I  suggested 
to  her  that  this  was  probably  the  nausea  of  pregnancy,  which 
she  denied  most  confidently.  Inquiring  as  to  her  menstrual 
periods,  she  stated  that  she  had  not  menstruated  for  several 
months,  which  irregularity  was  not  an  unusual  occurrence  ;  she 
further  stated  that,  in  her  former  pregnancies,  she  never  suf- 
fered anything  like  such  nausea. 

It  being  inconvenient  to  make  examination  at  that  time,  I 
furnished  her  with  a  pneumatic  repositor,  explaining  its  use, 
and  directing  her  to  use  it  in  the  genu-pectoral  position.  I  also 
advised  that  nutritious  enemata  of  beef -tea  should  be  admin- 
istered to  relieve  her  present  exhaustion. 

She  stated  that  she  could  not  retain  an  enema,  as  the  rec- 
tum was  very  irritable,  but  she  would  try.  The  following  day 
being  appointed  for  examination,  I  found  rectum  and  bladder 
both  irritable,  frequent  efforts  being  made  at  defecation  and 
micturition  ;  nausea  as  distressing  as  ever.  She  reported  that 
she  was  not  only  unable  to  retain  the  enema  of  beef -tea,  but 
found  it  difficult  to  introduce  the  pipe,  it  giving  her  great  pain, 
and  she  abandoned  all  efforts  at  rectal  nutrition.  On  examina- 
tion, the  uterus  was  found  enlarged  and  in  a  condition  of  ex- 
treme retroversion,  the  cervix  being  pressed,  though  apparently 
not  jammed,  against  the  symphysis  pubis,  while  the  fundus 
rested  firmly  in  the  hollow  of  the  sacrum,  flattening  and  ob- 
structing the  rectum.  The  tenesmus  of  both  bladder  and  rec- 
tum was  thus  easily  accounted  for.  Though  this  lady  dis- 
credited her  condition  of  pregnancy,  I  could  not  doubt  that 
this  was  a  case  of  gravid  retroversion  of  about  the  fourth 
month.  Although  she  stated  that  she  had  received  no  relief 
whatever  by  her  use  of  the  pneumatic  repositor  in  the  knee 
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and  breast  posture,  I  felt  little  doubt  tbat  the  womb  could  be 
reduced  by  careful  efforts  made  by  myself  with  the  patient  in 
that  position.  My  friend  Dr.  J.  S.  Coleman  being  in  attend- 
ance with  me,  in  the  case  of  her  sister,  I  requested  him  to  ex- 
amine Mrs.  R.,  and  we  agreed  in  regard  to  position  of  womb. 

Placing  the  patient  now  in  the  knee-breast  posture,  we  at- 
tempted reduction  by  elevating  the  perineum,  with  a  view  of 
letting  air  into  the  vagina  ;  there  was  but  slight  movement, 
the  neck  receding  somewhat,  but  little  air  entering.  Succus- 
sion  upon  the  pendant  abdominal  wall,  while  the  perineum  was 
elevated,  had  no  effect  in  dislodging  the  fundus.  Pressure 
upon  the  cervical  portion  and  body  of  the  womb  failing  to  cor- 
rect the  malposition,  the  finger  was  introduced  into  the  rectum 
and  carried  as  high  as  possible,  pressure  being  made  downward 
with  the  hope  of  extricating  the  womb  from  its  situation 
under  the  promontory.  Finding  that  little  air  would  enter 
the  rectum  to  distend  it,  unless  force  could  be  applied  to 
the  fundus  beyond  the  equator  of  the  uterine  globe,  we  de- 
termined, while  in  this  position,  to  introduce  into  the  rectum, 
upon  a  staff,  the  largest  size  of  Barnes's  uterine  dilator,  carry- 
ing it  fully  into  the  hollow  of  the  sacrum  and  beyond  the  uter- 
ine equator.  Air  was  now  gradually  forced  into  the  India- 
rubber  bag  by  means  of  a  Davidson  syringe,  and  thus  consid- 
erable distention  was  produced,  when  the  womb  suddenly 
became  dislodged  from  its  position,  and,  revolving  into  com- 
plete anteversion,  was  felt  distinctly  to  occupy  a  place  be- 
tween the  umbilicus  and  the  symphysis  pubis,  the  vagina  now 
being  easily  distended  with  air.  The  patient  immediately 
expressed  herself  as  being  entirely  relieved  of  all  pressure 
symptoms  as  well  as  of  the  reflex  nausea.  On  the  following 
day  I  found  this  lady  again  suffering  from  nausea  and  unpleas- 
ant symptoms,  for  she  had  felt  able  to  resume  her  former  fa- 
tiging  duties  in  attendance  upon  her  sister.  Somewhat  alarmed 
at  the  recurrence  of  what  I  feared  I  would  again  find  to  be  a 
very  troublesome  displacement,  I  placed  her  in  the  knee-breast 
posture,  elevating  the  perineum,  and  allowing  air  to  enter  the 
vagina,  which  it  did  imperfectly;  and  then,  introducing  the 
tube  repositor  into  the  anus,  the  rectum  became  fully  distended, 
and  the  womb  again  revolved  into  its  proper  position,  the  rec- 
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turn  acting  in  this  case  as  a  colpeurynter,  though  it  had 
failed  on  the  day  previous,  as  I  had  often  found  it  to  do  in 
difficult  cases  of  retroversion.  A  large  three-quarter-inch  elas- 
tic ring-pessary  was  now  introduced  in  genu-pectoral  position, 
so  as  to  afford  support  in  the  posterior  cul-de-sac  of  the  vagina  ; 
this  prevented  recurrence  of  the  displacement,  though  the  lady 
continued  all  her  fatigues  of  nursing.  There  was  no  return  of 
nausea  or  other  unpleasant  symptoms,  the  pessary  was  removed 
in  the  fifth  month,  and  she  went  through  a  prosperous  preg- 
nancy and  safe  delivery  at  full  term. 

Remarks. — In  a  former  paper  read  before  this  Society — 
September,  1878 — rectal  alimentation  was  presented  as  a 
valuable  resource  in  the  extreme  nausea  or  inanition  of  preg- 
nancy. This  last  case  presented  peculiarities  which,  as  will 
be  seen,  rendered  this  method  of  sustaining  life  impractica- 
ble. Without  the  reduction  of  the  gravid  retroversion  there 
would  have  been  no  rectal  cavity  to  pass  in  the  nutriment, 
nor  even  space  to  introduce  the  pipe  of  the  syringe,  as  the 
rectum  was  jlattened  against  the  sacral  wall  by  the  impacted 
fundus.  The  reposition  which  relieved  the  nausea  was  there- 
fore indispensable  to  the  life  of  the  patient. 

Case  III.  Extreme  and  Prolonged  Nausea  and  Vomit- 
ing in  Gravid  Metroversion  •  Induced  Abortion  attempted  j 
promptly  and  permanently  relieved  hy  Pneumatic  Reduction. 
— In  August,  1883,  called  in  consultation  to  Washington, 
Wilkes  County,  Ga.,  with  Drs.  Ficklen  and  Lane.  Mrs.  C. 
H.,  primipara,  was  in  about  her  third  month  of  pregnancy. 
Her  constitution  was  good,  and  she  was  of  fine  physique.  Nau- 
sea extreme  from  time  of  conception.  No  food  or  drink  could 
be  retained  even  in  the  smallest  quantities  and  at  long  inter- 
vals. At  the  beginning  of  the  nausea  it  was  found  that  one- 
eighth-of-a-grain  puncture  of  morphine  afforded  relief.  This 
dose  had  increased  to  over  a  grain  two  or  three  times  a  day, 
with  only  slight  and  temporary  cessation  of  vomiting.  She  had 
lost  much  flesh,  though  emaciation  was  not  extreme.  Her  phy- 
sicians, apprehending  a  fatal  result,  and  appalled  at  the  rapid 
increase  of  morphine  demanded  in  the  case,  had  attempted  in- 
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duced  abortion  by  a  sponge-tent  passed  into  the  cervix  with 
this  view.  On  examination,  I  found  the  uterus  in  a  state  of 
extreme  retroversion  and  firmly  packed  in  the  hollow  of  the 
sacrum,  and  somewhat  tender  to  the  touch.  The  os  was  in  a 
state  of  decided  dilatation  from  the  sponge-tent  removed  the 
day  before.  I  advised  immediate  and  complete  replacement  as 
an  important  measure  in  the  present  case.  The  patient  was 
placed  in  the  knee-breast  posture,  the  perineum  elevated  with 
two  fingers  of  the  left  hand,  and  succussion  made  by  pushing 
up  and  down  the  pendant  abdomen  of  the  patient  with  the 
right  hand.  Air  at  once  entered  and  filled  the  vagina,  and  the 
gravid  uterus  was  jostled  out  of  the  hollow  of  the  sacrum 
and  revolved  into  its  proper  place  behind  the  symphysis 
pubis.  I  advised  that  the  patient  should  practice  nightly  self- 
replacement  in  the  genu-pectoral  position,  with  a  tubular  re- 
positor  to  admit  the  air,  till  after  the  fourth  month  or  after 
quickening  ;  and,  further,  that,  in  case  of  nausea,  rectal  alimen- 
tation should  be  followed.  The  result  of  this  case  was  most 
satisfactory  :  the  nausea  at  once  subsided,  the  morphine  was 
soon  omitted,  and  rectal  alimentation  was  never  resorted  to,  as 
the  patient  found  herself  able  to  take  food  naturally  in  sufli- 
cient  quantities. 

Mrs.  H.  had  a  most  comfortable  and  prosperous  gesta- 
tion, and  was  delivered  naturally,  on  the  7th  of  the  February 
following,  of  a  healthy  child,  now  living.  That  the  use  of 
the  sponge-tent  and  other  efforts  made  did  not  induce  abor- 
tion is  somewhat  remarkable  as  well  as  fortunate. 

Case  IY.  Extreme  Anteversion  in  Second  Month  of  Gesta- 
tion ;  Constant  and  Excessive  Nausea  and  Vomiting  ;  Alarm- 
ing Emaciation  ;  Postural  Pneumatic  Reduction,  followed  by 
Entire  Belief— On  December  12,  1883,  called  to  Mrs.  D.  B. 
^I.,  at  Abbeville,  S.  C,  in  consultation  with  Dr.  James  Mabry. 
Mrs.  M.  was  two  months  advanced  in  pregnancy  with  her  first 
child.  She  was  in  convalescence  from  fever.  Extreme  nausea 
had  existed  from  the  date  of  conception.  The  exhaustion  and 
debility  in  this  case  were  alarming  ;  food  and  drink  were 
constantly  rejected.     The  consultation  had  been  advised  by 
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her  physician  with  the  view  of  considering  the  measure  of  in- 
duced abortion.  The  previous  existence  of  fever,  the  extreme 
emaciation — bed-sores  being  threatened — and  exhaustion  of  the 
patient,  the  entire  gastric  disability,  and  the  constant  distress 
from  nausea,  while  they  seemed  to  demand  immediate  relief, 
even  by  the  arrest  of  pregnancy,  at  the  same  time  unfitted  the 
patient  to  encounter  the  shock  and  the  risk  of  such  an  aggres- 
sive measure  as  was  involved  in  induced  abortion.  On  vaginal 
examination,  the  gravid  uterus  was  found  in  a  state  of  decided 
anteversion,  the  fundus  resting  heavily  upon  the  pubis  and 
compressing  the  bladder.  The  patient  had  suffered  for  a  long 
time  with  dysuria,  and,  the  displacement  being  recognized,  a 
pessary  had  been  applied  without  effect,  as  it  did  not  seem  to 
elevate  the  fundus.  She  had  been  treated  by  punctures  of 
morphine,  but  with  only  a  temporary  and  no  encouraging 
effect. 

Placing  the  patient  in  the  knee-breast  posture,  full  and 
complete  reduction  was  made,  and  a  gum-elastic  ring-pessary 
was  applied.  The  nausea  became  less  distressing,  and  the  vom- 
iting soon  ceased.  The  patient  soon  began  to  be  adequately 
sustained  by  food  taken  by  the  mouth,  supplemented  for  a 
while  by  rectal  alimentation.  Her  appetite  and  digestion  be- 
came excellent,  so  that  she  took  food  in  full,  and  sometimes 
apparently  in  imprudent  quantities.  She  shortly  after  passed 
the  period  of  quickening,  and  gestation  advanced  without  dis- 
comfort, when  she  was  delivered  of  a  healthy  living  child. 
She  has  since  been  delivered  of  a  second  child,  during  the  ges- 
tation of  which  she  suffered  from  no  excessive  nausea. 

The  foregoing  case  will  be  remarked  as  signalizing  the 
fact,  as  reported  by  others,  that  a  forward  gravid  displace- 
ment is  capable  of  producing  nausea  and  vomiting  and  ema- 
ciation in  an  extreme  degree,  and  that  its  correction  was 
promptly  followed  by  the  disappearance  of  all  untoward 
symptoms. 

Cask  V.  ITausea  and  'Vomiting^  with  Gastric  and  Enteric 
Pains,  relieved  by  Postural  Pneumatic  Peduction  of  Gravid 
Betroversion. — August  6,  1884,  lilrs.  G.  M.  T.,  of  Washing- 
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ton,  Ga.  Called  in  consultation  with  Dr.  Henry  F.  Andrews. 
Patient  aged  about  twenty-five  years,  and  in  the  third  month  of 
first  gestation  ;  of  a  nervous  and  excitable  temperament.  Had 
had  nausea  and  vomiting  in  an  extreme  degree  from  the  time 
of  conception  apparently.  She  complained  of  distressing  gas- 
tric and  enteric  pains.  On  my  entering  the  room  she  said  : 
"  Doctor,  you  relieved  a  friend  of  mine  like  magic,  and  I  have 
sent  for  you  to  relieve  me."  I  replied  that  her  condition  might 
not  be  the  same.  "  Well,  you  must  do  something  for  me  or  I 
must  die." 

On  examination,  I  found  a  gravid  retroversion,  the  uterus 
lying  back  fully  to  the  horizontal  plane.  The  fundus  was 
somewhat  tender.  There  was  an  expression  of  great  distress 
in  her  countenance,  and  her  emaciation  was  considerable.  As 
in  the  other  cases  I  have  reported,  her  medical  attendant  had 
put  in  requisition  all  judicious  medicinal  means  for  arrest- 
ing the  nausea  and  vomiting  :  the  bromides,  bismuth,  cerium, 
and  morphine  puncture  had  been  used  without  satisfactory 
results. 

Placing  the  patient  in  the  genu-pectoral  posture,  and  dilat- 
ing the  vulva,  the  air  entered  fully,  and  the  uterus  revolved 
into  its  proper  position  on  making  moderate  abdominal  suc- 
cussion.  She  said  she  had  felt  a  movement  which  had  given 
her  pain,  but  that  her  nausea  was  not  relieved.  I  requested 
her  to  lie  upon  her  right  side,  and  left  the  room.  Returning  in 
an  hour  after,  the  patient  stated  that  the  nausea  had  ceased 
in  ten  minutes  after  I  left,  and  had  not  returned.  She  slept 
well  that  night,  and  had  but  little  nausea  and  no  vomiting  the 
next  morning. 

In  order  to  secure  against  a  return  of  the  displacement,  I  , 
applied  a  gum-elastic  ring-pessary  3^  inches  in  diameter,  after 
full  reduction  in  the  genu-pectoral  posture.     I  also  advised 
that  the  pneumatic  repositor  be  applied  once  or  twice  a  day  to 
prevent  the  womb  from  bearing  heavily  upon  the  pessary. 

This  lady  was  able  to  retain  an  adequate  amount  of  food 
after  the  replacement.  Though  suffering  from  occasional  nau- 
sea for  some  time,  she  passed  the  remaining  months  quite  com- 
fortably, and  was  naturally  delivered  of  a  healthy  child  at  full 
term. 
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PNEUMATIC    SELF-REPLACEMENT. 

The  foregoing  five  cases  have  been  selected  from  a  num- 
ber of  others  on  account  of  the  extreme  degree  of  nausea 
and  inanition,  and  the  obvious  danger  impending,  which 
rendered  them  particularly  illustrative  of  the  relief  conferred 
bj  postural  pneumatic  reduction.  Of  cases  of  a  less  alarm- 
ing degree  of  distress  from  gravid  nausea  and  vomiting  a 
large  number  could  be  presented.  In  many  of  such  cases, 
after  examination  and  digital  pneumatic  reduction,  I  have 
directed  the  patient  to  use  the  pneumatic  self-repositor  in  the 
genu-pectoral  posture  as  often  as  was  found  to  be  required  to 
relieve  the  nausea,  but  principally  at  bed-time.  This,  in  the 
larger  majority  of  the  cases,  has  been  attended  by  relief 
more  or  less  decidedly  marked.  From  a  considerable  num- 
ber of  these  I  have  never  heard  again,  to  record  or  report 
the  result.  I  will  state  here  that  it  has  been  for  many  years 
my  invariable  rule  to  recommend  nightly  seK-replacement  in 
all  cases  consulting  me  for  the  nausea  of  pregnancy.  Of  this 
large  class  of  cases  I  find  that  I  have  preserved  but  imper- 
fect and  scanty  records. 

I  will,  however,  as  an  illustration  of  this  class  of  cases, 
present  a  brief  extract  from  a  letter  from  the  husband  of  one 
of  these  patients,  received  while  the  notes  are  being  written 
out  for  these  Transactions. 

Case  VI.  Nausea  in  the  Second  Month  of  Pregnancy 
relieved  hy  Nightly  Self-replacement  with  the  Pneumatic  Pe- 
positor  in  the  Genu-pectoral  Posture. — In  October,  1885,  Mrs. 
E.  F.  K.,  aged  about  thirty  years,  a  lady  of  high  intelligence 
and  of  good  constitution  and  general  health,  was  in  the  second 
month  of  her  third  pregnancy,  when  her  husband  applied  to 
me  for  remedies  to  control  the  excessive  nausea  of  her  condi- 
tion. He  stated  that  in  her  previous  pregnancies  her  suffer- 
ings had  been  almost  unendurable,  confining  her  to  bed  for 
months.  "  Her  family  physician,  a  gentleman  of  much  experi- 
ence, had  stated  that  she  suffered  more  seriously  than  any  one 
he  had  ever  attended."  He  writes  :  "  My  wife  is  getting  on  all 
right.     The  little  instrument  has  been  of  almost  incalculable 
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benefit  to  her,  and  has  relieved  the  nausea  more  than  anything 
that  has  ever  been  tried.  "We  are  both  of  us  greatly  indebted 
to  you  for  it,  for,  if  she  had  not  used  it,  she  would  have  had 
four  or  five  months  of  uninterrupted  sickness.  As  it  is,  she  has 
only  suffered  with  a  little  morning  sickness,  and  occasionally 
with  a  little  nausea  on  going  to  bed  at  night."  This  lady  is 
now  in  the  fifth  month  of  her  gestation.  She  has  not  only 
been  perfectly  well,  but  enjoys  every  reasonable  amount  of  ex- 
ercise— among  others,  boating  excursions  on  the  sea-coast. 

"Were  it  necessary  here  to  make  any  defense  of  pneu- 
matic self-replacement,  I  could  refer  to  many  well-recog- 
nized conditions  of  emergency  in  which  the  long-established 
practice  of  the  profession  has  been  to  delegate  to  the  pa- 
tient, as  the  best  means  of  securing  his  comfort,  welfare,  and 
safety,  the  application  of  methods  by  his  own  hands  for  his 
relief.  The  use  of  enemata  in  constipation,  of  catbeterism 
in  retention  of  urine ;  dilatation  of  strictures,  not  only  of  the 
urethra,  but  even  of  the  esophagus  and  rectum ;  the  reduction 
of  hernia  to  prevent  strangulation — are  some  of  the  more 
familiar  examples,  in  most  of  which,  from  the  frequency 
wherein  expedients  of  relief  are  required,  and  the  ex- 
treme danger  of  delay,  the  patient  must  of  necessity 
acquire  skill  in  self-treatment,  or  incur  great  suffering  and 
risk  in  waiting  for  the  ministrations  of  the  medical  at- 
tendant. 

Little  or  no  argument  will  be  required  to  prove  that 
uterine  displacements— non-gravid  and  gravid — dangerous 
and  distressing  as  they  often  are,  belong  pre-eminently  to  the 
class  of  affections  above  mentioned.  They  constantly  recur, 
and  must  be  promptly  reduced. 

In  the  gravid  displacements  of  which  we  are  now  treat- 
ing, as  we  have  endeavored  to  show,  abortion  would  be  often 
rendered  imminent  by  delay,  and  very  few  or  none  could 
secure  the  personal  attendance  and  ministrations  of  the  physi- 
cian as  frequently  during  each  day  as  uterine  replacement  is 
demanded,  to  save  the  patient  from  the  distresses  and  disas- 
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ters  that  attend  upon  the  prolonged  and  unrelieved  nausea 
and  vomiting  of  the  early  months  of  pregnancy. 

Self-replacement,  the  only  form  of  self-relief  at  the  mo- 
ment demanded,  will — when  practicable  and  understood  by 
the  patient  here,  as  in  the  several  conditions  analogously  re- 
ferred to — most  happily  supply  the  required  alleviation  and 
supply  the  means  of  escape  from  impending  disaster.  I  have 
endeavored  to  show  that  under  no  other  circumstances,  in  no 
other  conditions,  and  upon  no  other  possible  principles,  than 
upon  those  I  have  attempted  to  elaborate  and  illustrate  in 
the  foregoing  paper,  can  this  desideratum  of  self-treatment 
in  uterine  luxation  be  so  safely  devised  or  so  effectively  ap- 
plied. YSxQ,  formula  is  one  easy  of  comprehension.  Let 
the  patient  assume  jprojperly  the  genu-pectoral  posture  and, 
by  some  simple  means,  as  the  pneumatic  self-repositor,  allow 
the  entrance  of  air  into  the  vagina.  Thus  she  will  accom- 
plish for  herself  immediate  and  complete  uterine  reduction 
under  the  reversal  of  gravity. 

To  commit  to  "  a  suffering  woman  "  the  generally  recog- 
nized important  operation  of  replacing  (even  in  the  sense  I 
am  urging)  her  own  womb,  and  that  perhaps  a  pregnant 
womb,  threatening  to  empty  itself  on  account  of  its  muscu- 
lar irritability,  must  be  at  first  blush,  I  admit,  a  novel  and 
possibly,  to  those  not  long  familiar  with  or  who  can  not 
readily  take  in  the  idea,  a  somewhat  startling  proposition. 
It  may  suggest,  perhaps,  the  fear  of  danger  to  the  patient,  and 
possibly  the  charge  of  rashness  or  of  dereliction  on  the  part 
of  the  physician.  Long  experience  in  the  results  of  such 
committal  has  rendered  me  perfectly  confident  —  indiffer- 
ent, even,  to  any  suggestion  of  danger;  and  an  ineradica- 
ble conviction  of  the  consummate  importance  of  full  reduc- 
tion, and  also  of  its  equal  safety,  in  the  hands  of  the  physi- 
cian and  of  the  patient  herself,  in  the  vast  majority  of  cases, 
renders  me  equally  indifferent  to  the  charge  of  dereliction. 
I  expect  to  continue  the  practice  myself  as  long  as  I  give 
advice  to  women  in  such  dangerous  and  threatening  circum- 
stances. 
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I  had  for  many  years  recognized  the  advantages  of  fre» 
quent  automatic  reduction  in  chronic  uterine  displacements. 
"With  this  view  I  had  recommended  patients  suffering  from 
these  n)a]positions  to  assume  the  genu-pectoral  posture,  espe- 
cially on  going  to  bed  at  night.  Some  few  reported  satisfac- 
tory relief  from  the  maneuver,  while  the  majority  would  aban- 
don it,  as  affording  no  abatement  of  the  discomfort  whatever, 
A  little  investigation  soon  furnished  the  explanation.  In  some 
few,  of  delicate  and  spare  habit,  the  reversal  of  gravity  and 
draft  of  the  viscera  would  be  allowed  to  act  by  air  entering 
spontaneously  through  the  relaxed  vulva,  without  digital  or 
other  mechanical  aid.  In  others — by  far  the  larger  class — 
from  the  close  approximation  of  the  labia  and  the  resistance 
afforded  by  the  closed  vulva,  no  air  entering,  equilibrium 
failed,  and  gravity  could  not  act  in  the  reduction.  Of 
course,  in  this  class  there  may  have  been  exceptional  cases 
of  utero  pelvic  impaction,  or  of  adhesion,  or  of  some  imped- 
ing degree  of  socketing,  not  amenable  to  automatic  reduc- 
tion without  manual  aid. 

To  supply  the  needed  air- way,  then,  was  all  that  was 
necessary  to  perfecting  the  nightly  self-replacement  so  much 
desired.  This,  by  a  progressive  series  of  devices,  was  at  last 
reduced  to  the  simple,  and  now  everywhere  attainable,  little 
instrument  here  presented.     It  consists  of  a  glass  tube  open 


Tig.  15.— Campbell's  Uterine  Eepositor. 

throughout,  but,  as  here  represented,  bulbous  at  one  end,  and 
slightly  flexed  to  facilitate  introduction.  This  furnished  the 
means  of  supplying  conveniently  the  only  wanting  condition 
to  automatic  reduction.     Being   in  the   possession   of  the 

20 
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patient,  it  affords  lier  a  ready  and  efficient  means  of  a  self- 
replacement. 

Finding  that  the  rim  was  often  broken,  I  have  since 
directed  both  ends  to  be  flexed  and  made  bulbous,  for  con- 
venience as  well  as  safety,  as  found  in  the  present  cut. 


Fig.  16.— Sigmoid  Self-Eepositor. 

This  sigmoid  form  of  the  repositor  has  been  found  to 
answer  the  purpose  of  an  air-way  in  every  variety  of  subject 
requiring  such  an  instrument  for  pneumatic  reduction.  Be- 
ing of  small  caliber,  and  easy  of  introduction,  even  the  hymen 
seldom  presents  obstruction  to  its  entrance. 

I  will  here  remark  that,  while  the  condition  of  virginity 
renders  vaginal  examination  and  the  ordinary  efforts  at  uter- 
ine replacement  objectionable  to  the  patient  and  her  friends, 
virgins  are  yet  by  no  means  exempt  from  uterine  dislocations, 
or  from  the  distressing  local  and  reflex  evils  that  attend  them. 
In  many  cases  of  this  class,  presenting  the  rational  symptoms 
of  uterine  displacement,  I  have,  without  imposing  upon  the 
patient  the  embarrassment  of  an  exact  diagnostic  examina- 
tion, and  without  risk  to  the  hymen,  accomplished  the  re- 
quired relief  by  directing  the  patient,  or  her  mother,  to  secure 
for  her  automatic  reduction  by  introducing  this  attenuated 
form  of  the  repositor  while  in  the  genu-pectoral  position. 

For  the  larger  class  of  patients — married  women,  and 
those  suffering  from  nausea  and  other  reflexes  resulting  from 
gravid  displacements — I  have  found  the  dumb-bell  repositor 
very  convenient,  and  less  liable  to  be  drawn  into  the  vagina, 
as  has  occurred  in  a  few  instances,  on  account  of  strong  vis- 
ceral draft  and  the  sometimes  relaxed  vulval  entrance  of  the 
gravid  condition. 

In  regard  to  the  general  use  or  application  of  the  pneu- 
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matic  self-repositor  I  can  not  accurately  state.  I  know  that  it 
is  manufactured  in  large  numbers  and  furnished  bj  the  gross 
to  the  druggists  and  instrument-dealers  in  various  portions 
of  the  country,  and  through  them  distributed  to  physicians 


Fio.  ir.— The  Dumb-Bell  Self-Eepositor, 


for  the  use  of  their  patients.  To  my  own  knowledge  they 
are  prescribed,  in  every  variety  of  discomfort,  to  the  non- 
pregnant as  well  as  to  the  pregnant  female  under  their  care. 

In  my  didactic  lectures,  and  in  my  own  practice,  it  has 
been  my  habit  to  recommend  its  nightly  application  for  all 
who  require  relief  of  nausea,  or  of  the  discomforts  of  early 
pregnancy,  until  after  the  period  of  quickening,  when,  gen- 
erally, these  reflexes  cease  to  disturb  or  render  uncomfortable 
the  natural  progress  of  gestation.  As  I  stated  in  my  first 
paper — Savannah,  1875 — "nightly  self-replacement  not  only 
affords  present  relief,  but  facilitates  quicJcening,  or  at  least 
ascent  of  the  womb,  and  anticipates  the  liability  to  impac- 
tion." 

In  each  of  the  severe  eases  heretofore  reported  the  pa- 
tient was  recommended,  and  did  practice,  nightly  self-replace- 
ment to  prevent  the  recurrence  of  the  nausea,  after  I  had 
made  digital  pneumatic  or  other  mechanical  reduction  for  its 
immediate  relief. 

Before  closing  the  hody  of  these  remarks  on  the  genn- 
pectoral  position,  I  must  ask  to  do  well-merited  justice  to  one 
who  has  gone  hand-in-hand  with  me  in  the  elaboration  and 
promulgation  of  this  now  well-established  method  of  uterine 
reduction.  Himself  the  author  of  one  of  the  earliest  and 
most  instructive  presentations  of  the  subject,  he  has  added 
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to  a  full  and  tliorough  comprehension  of  the  philosophic 
bearings  of  this  widely  applicable  postural  method  the  inge- 
nuity, skill,  and  lucid  demonstration  of  the  artist  in  the  clear 
and  convincing  illustrations  he  has  furnished  for  every  propo- 
sition of  the  text.  To  Dr.  A.  Sibley  Campbell,  of  Augusta, 
Georgia,  I  here  render  cordial  acknowledgments  for  his  valu- 
able illustrations  furnished  for  the  present  and  all  the  pre- 
vious communications  I  have  made  in  regard  to  the  genu- 
pectoral  posture  as  a  method  of  uterine  reduction.  In  what- 
ever discussion  that  may  be  made  hereafter,  in  systematic 
works  or  in  lectures,  or  elsewhere,  on  the  subject  of  automatic 
postural  reduction  of  the  uterus,  I  can  but  think  that  his 
elegant  diagrammatic  representations  must  necessarily  form 
a  most  important  adjunct  to  its  effective  presentation. 

Ten  years  ago — April,  1875 — the  future  of  the  genu- 
pectoral  position  and  of  the  pneumatic  self-repositor  was 
written  in  terms  which  their  wide  promulgation  since  can 
declare  whether  the  words  recorded  a  chimera  or  a  prophecy : 
"  When  the  power  of  inverted  gravity,  as  can  only  be  secured 
in  this  posture  and  by  pneumatic  pressure,  comes  to  be  gen- 
erally understood  as  the  means  of  uterine  re]3lacement ;  when 
it  is  taught  as  such  in  all  the  medical  colleges,  demonstrated 
in  the  hospitals,  discussed  fully  and  fairly  in  the  societies  and 
journals,  distinctly  and  prominently  insisted  upon,  as  it  is  not 
anywhere  now,  in  the  standard  works  and  text-books  on 
gynecology;  when  it  shall  be  the  rule,  as  most  surely  it  will, 
that  no  pessary  or  other  appliance  of  internal  support  shall 
be  used  without  previous  reduction  of  the  dislocated  uterus, 
by  pneumatic  pressure  in  the  knee-and-breast  posture ;  again, 
when,  no  less  by  the  unhappy  patients  themselves  than  by 
their  medical  attendants,  self -replacement  &hall  be  recognized 
as  the  "  ready  method  "  of  securing  relief — relief  from  lum- 
bar and  sciatic  pains,  from  aching  knees,  from  vesical  and 
rectal  irritation  ;  when  it  shall  be  known  as  a  resource,  often, 
for  a'oerting  abortioji^  and  for  educing  magic  comfort  out  of 
the  very  midst  of  the  protean  distresses  of  malposition ;  when, 
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indeed,  from  their  uniform  relief  to  the  suffering  and  tbe 
imperiled,  posturing  shall  become  as  familiar  as  kneeling, 
and  the  repositor  as  any  implement  of  toilet  convenience — 
then  can  we  feel  satisfied  that  this  potent  instrumentality  has 
attained  to  the  full  and  comprehensive  measure  of  its  surpass- 
ing usefulness,  and  that  it  can  never  again  fall  into  neglect 
and  desuetude." 

STATISTICS    OF   OTHEK   METHODS    OF   TKEATMElTr. 

The  medical  profession  of  this  country,  as  well  as  of 
Europe,  are  indebted  to  Dr.  Graily  Hewitt  for  his  valuable 
paper,  historical  and  critical  as  well  as  practical,  on  the  sub- 
ject of  what  he  terms  in  the  title  "  The  Severe  or  so-called 
Uncontrollable  Vomiting  of  Pregnancy."  '  In  this  paper,  for 
a  copy  of  which  I  here  render  to  the  distinguished  author 
my  acknowledgments.  Dr.  Hewitt  reviews  many  of  the 
theories  in  regard  to  the  pathologic  conditions  of  the  gravid 
uterus,  which  are  thought  to  underlie  and  originate  the  dis- 
tressing phenomena  attending  this  most  serious  and,  accord- 
ing to  his  statistics,  often  fatal  condition  of  pregnancy.  His 
total  results  indicate  a  fatahty  which  would  not  be  generally 
suspected.  Another  striking  revelation  in  these  statistics  is 
the  frequency  and  little  apparent  debate  with  which  induced 
abortion  has  been  resorted  to  as  an  expedient  of  relief.  I 
was  not  surprised  at  the  frequent  fatality  attending  this  des- 
perate resort ;  for  this  aspect  of  the  question  we  had  become 
faraihar  with  in  researches  made  on  the  subject  at  the  time 
of  considering  the  importance  of  rectal  alimentation  in  the 
nausea  and  inanition  of  pregnancy.^ 

Though  not  in  the  slightest  degree  influenced  by  either 
the  spirit  or  the  literal  enunciation  of  that  dogma  of  the 
Eoman  Catholic  Church  forbidding  the  destruction  of  the 
life  of  the  child  or  of  the  fetus,  even  on  any  consideration  as 
to  the  safety  of  the  mother,  I  have  never  had  occasion  but 

'  London,    1885,    Transactions   of  the   Obstetrical  Socict'j  of  London^  voL 
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in  a  single  instance  to  practice  induced  abortion  for  any  con- 
dition of  danger  to  the  mother,  and  in  that  single  instance 
the  condition  was  not  that  of  impending  death  from  gravid 
nausea,  but  for  alarming  and  increasing  attacks  of  asphyxia 
from  a  disordered  heart  and  respiratory  system,  for  which 
I  had  fruitlessly  exhausted  every  remedy.  But  none  who 
would  conscientiously  obey  this  misconceived  dogma  of  his 
Holiness  could  be  more  determinedly  opposed  to  the  prac- 
tice of  induced  abortion  than  I  have  been ;  and  also  for  a 
conscientious  reason,  for  I  believe  that  in  no  instance  in 
which  the  extremity  of  the  patient's  condition  would  warrant 
such  a  measure  would  the  mother  have  any  better  chance  of 
life  afforded  her  than  she  would  from  the  possible  cessa- 
tion of  the  nausea,  or  from  the  coming  on  of  spontaneous 
abortion. 

"We  must  remember  that  the  conditions  here  differ  from 
both  those  of  criminal  abortion  in  healthy  subjects — who 
nevertheless  often  die  from  its  effects — and  from  spontaneous 
abortion,  in  which  the  womb,  without  violent  aggression 
upon  it,  empties  its  contents  by  a  gradually  progressive 
activity  of  the  muscular  walls.  In  this  stage  of  the  exhaust- 
ing nausea  the  woman  is  in  a  state  of  impending  death: 
starved,  anemic,  and  almost  exanimate.  Add,  now,  to  this 
devitalized  condition  the  shock  of  induced  abortion,  with  its 
loss  of  blood,  almost  unavoidable,  and  we  snuff  out  the  last 
flickering  ray  which  the  nearly  burnt-out  candle  has  been 
able  to  send  up  from  the  empty  socket.  Death,  it  appears 
to  me,  would  be  about  as  certain  to  the  mother  as  to  the  child 
we  destroy. 

Out  of  thirty-two  cases  of  severe  nausea  tabulated  by  Dr. 
Hewitt,  eleven  died,  and  there  were  twenty  recoveries,  one 
result  not  known.  Copeman's  method  of  dilatation  of  the 
cervix  with  the  finger,  with  sponge-tents,  and  dilators  is  also 
discussed  in  this  paper,  and  more  favorable  results  are  shown 
from  it  than  perhaps  from  any  other  of  the  manifestations, 
and  sometimes  prolonged,  violent,  and  painful  methods  em- 
ployed and  reported. 
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From  a  review  of  Dr.  Hewitt's  paper — though  he  attrib- 
utes much  importance  to  Copeman's  method  bj  cervical  dila- 
tation, and  tolerates,  with  more  equanimity  than  I  possibly 
can,  the  measure  of  induced  abortion  as  one  of  the  resources 
— we  can  still  gather,  from  the  considerable  number  of  cases 
he  reports,  that,  when  reduction  of  the  gravid  uterus  could 
be  made,  which  he  represents  as  being  accomplished  often 
with  great  difficulty,  the  nausea  ceased.  I  can  but  be- 
lieve that,  in  many  of  the  cases  treated  on  Copeman's  plan, 
by  digital  dilatation  and  otherwise,  the  uterus  was,  in  some 
rough  and  violent  way,  accidentally  elevated  or  replaced,  and 
to  this  I  am  inclined  to  attribute  the  recovery  far  more  than 
to  the  dilatation  itself. 

Another  difficulty  spoken  of  is,  that  the  uterus  could  not 
be  retained  in  position.  On  the  plan  of  pneumatic  postural 
reduction,  it  has  been  seen  that,  without  any  force,  or  vio- 
lence, or  pain — nay,  without  even  a  touch— the  gravid  uterus 
is  generally  promptly  replaced  by  simply  allowing  air  to 
enter  the  vagina ;  and,  in  case  of  a  return  of  nausea,  pneu- 
matic self-replacement  may  be  repeated  by  the  patient  as 
many  times  a  day  as  may  be  found  necessary  to  reheve  the 
nausea,  until  after  the  permanent  ascent  at  the  time  of  quick 
ening.  Even  where  I  have  used  the  elastic  ring-pessary  to 
retain  the  gravid  uterus  in  position,  the  nausea  may  return, 
by  its  weight  overcoming  the  sustaining  resistance  of  the 
support ;  and  also,  in  such  cases,  I  recommend  the  applica- 
tion of  the  self-repositor  when  both  womb  and  pessary  be- 
come adjusted  to  a  comfortable  position  in  the  pelvis,  and 
the  nausea  is  relieved. 

In  relation  to  considerations  based  upon  the  histological 
conditions  of  the  body  or  cervix  uteri,  as  related  to  the  nau- 
sea and  vomiting  of  pregnancy,  except  in  the  light  of  such 
conditions  rendering  it  a  more  intensified  reflex  center  for 
aggravation  by  displacement,  I  would  not  attach  much  im- 
portance. Certainly  the  observation  and  detection  of  such 
conditions  could  not  aid  us  much  in  the  remedial  treatment  of 
a  pregnant  uterus  in  a  woman  almost  exanimate  from  nausea, 
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vomiting,  and  inanition.  As  to  that  one  of  constriction  of  the 
OS  internum  and  externum,  it  has  been  seen  that  in  one  of 
mj  extreme  cases  full  dilatation  by  the  sponge-tent  was  fol- 
lowed by  no  abatement  of  the  nausea  whatever,  and  yet 
postural  pneumatic  reduction  secured  instant  and  permanent 
relief. 

I  am  not  surprised  at  the  difficulty  and  generally  esti- 
mated danger  found  to  be  attached  to  reduction  of  the  gravid 
uterus  in  advanced  stages  of  bodily  decline,  resulting  from 
this  distressing  and  most  exhausting  of  all  the  reflexes  of 
pregnancy.  I  would  not  know  how  to  begin  replacement  of 
a  gravid  uterus  in  dorsal  decuhitus  under  such  circumstances 
without  having  before  my  eyes  the  imminent  risk  of  using 
such  violence  and  of  producing  such  a  shock  to  the  womb 
and  nervous  system  of  the  woman  as  would,  in  such  a  condi- 
tion of  irritability,  exanimation,  and  debility,  endanger  the 
spark  of  vitality  yet  remaining. 

I  mnst  confess  that  my  own  sphere  of  thought  has  been 
so  long  bounded  by  and  limited  to  replacement  in  the  genu- 
pectoral  position — with  the  heavy  viscera  all  drifted  away, 
with  heavy  abdominal  wall  relaxed  and  hanging  down,  with 
atmospheric  pressure  equilibrated,  and  the  uterus  in  impend- 
ing revolution  by  its  own  reversed  weight — that  I  can  not 
entertain  the  idea  of  uterine  replacement,  either  gravid  or 
non-gravid,  in  any  other  position  or  under  any  other  circum- 
stances than  these  I  am  describing.  Here  a  mere  touch  or 
a  little  abdominal  succussion  has  so  often  sufficed  to  cause 
the  organ  to  revolve  into  its  place  that  further  efforts,  when 
found  necessary,  have  been  rather  the  rare  and  surprising  ex- 
ception than  the  rule. 

In  the  present  paper  I  have  been  unwilling  to  consider 
the  important  question  of  the  nausea  and  vomiting  of  preg- 
nancy except  in  connection,  as  I  have  done,  with  detailed 
expedients  of  postural  reduction,  as  to  be  applied  in  impeded 
revolution.  Especially  have  I  been  particular  to  illustrate 
and  detail  the  methods  of  my  experience  in  impeded  ante- 
version^  for,  as  is  known,  though  not  the  case  in  my  ovni 
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observation,  a  very  large  number  of  the  most  obstinate  cases 
of  reflex  nausea  have  occurred  with  tlie  forward  obliquity  as 
its  concomitant. 

Believiug,  as  I  do,  that  the  gravid  displacement  is  indeed 
the  true  source  of  all  the  observed  histological  alterations  in 
the  gravid  uterus,  and  also  that  this  gravid  displacement  is, 
as  I  have  said,  i\\efo7is  et  origo  of  the  gravid  nausea,  I  must 
urge,  as  my  first  and  last  expedient  for  the  relief  of  all  these 
common  evils,  arising  from  a  common  cause,  repeated  jpos- 
tural  jpneumatiG  reduction  in  the  genu-pectoral  position. 
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MURAL  AESCESSES  FOLLOWING  LAPA- 
EOTOMY. 

BY  JAMES  B.  HUBTTEE,   M.  D., 

New  York. 

The  occurrence  of  a  mural  abscess  subsequent  to  the  per- 
formance of  laparotomy  is  an  accident  of  serious  import.  It 
may  in  various  ways  endanger  the  life  of  the  patient ;  it  may 
render  the  period  of  convalescence  long  and  unsatisfactory ; 
and  it  may,  and  often  does,  result  in  permanent  weakness 
and  insufficiency  of  the  abdominal  wall. 

It  is  my  purpose  to  consider  briefly  the  causes  that  lead 
to  the  formation  of  mural  abscesses,  touching  on  their  symp- 
toms, pathology,  and  treatment,  and  especially  the  means 
which  should  be  adopted  for  preventing  their  occurrence. 
My  opinion  on  this  subject  is  based  chiefly  on  personal  obser- 
vation of  cases  operated  upon  for  the  removal  of  ovarian  or 
uterine  tumors. 

The  abdominal  wall,  in  the  situation  usually  selected  for 
incision  in  such  cases,  consists  normally  of  the  skin  and  cel- 
lular tissue,  a  stratum  of  fat,  the  fascia  covering  and  separat- 
ing the  recti  muscles,  the  transversalis  fascia,  another  stratum 
of  fat,  and  the  peritoneum.  This  arrangement  of  the  struct- 
ure is  greatly  modified  by  disease.  The  long-continued  press- 
ure of  an  intra-peritoneal  growth  sometimes  causes  atrophy 
of  the  tissues,  so  that  the  peritoneum  may  be  almost  in  con- 
tact with  the  skin.  Again,  the  peritoneum  may  be  so 
thickened  by  inflammation  as  to  resemble  in  density  and 
vascularity  the  wall  of  the  bladder.  In  consequence  of  such 
inflammation  there  may  be  adhesions  which  render  it  diffi- 
cult to  distinguish  the  peritoneum  from  the  adjacent  parts 
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to  whicli  it  is  attaclied.  In  otlier  cases  the  peritoneum  is 
so  attenuated  as  to  be  almost  imperceptible.  In  cases  where 
the  abdominal  wall  has  been  subjected  to  lateral  pressure 
the  linea  alba  is  not  found  in  the  median  line,  and  difficulty 
is  experienced  in  finding  the  dividing  line  between  the  recti 
muscles.  It  is  this  modification  of  the  normal  condition  of 
the  wall,  which  varies  indefinitely  in  individual  cases,  that 
sometimes  renders  it  difficult  to  secure  perfect  apposition 
and  union  of  the  abdominal  wound.  One  of  the  chief 
obstacles  to  perfect  union  is  the  formation  of  abscesses, 
which  may  be  situated  : 

I.  Immediately  beneath  the  stin. 
II.  Between  the  muscles  and  fascia. 

III.  Between  the  transversalis  fascia  and  the  peritoneum. 

The  first  variety  of  abscess  does  not  usually  give  rise  to 
any  symptoms,  as  the  pus  finds  exit  either  between  the  edges 
of  the  wound  or  in  the  track  of  the  sutures.  Tour  or  five 
days  after  the  operation  the  wound  will  be  found  moist,  and, 
on  removing  the  dressings,  pus  can  be  readily  evacuated  by 
gentle  pressure.  If  these  superficial  accumulations  of  pus 
are  not  discovered  early  they  produce  an  unhealthy  condition 
of  the  margins  of  the  wound,  but  they  have  little  tendency 
to  affect  the  deeper  portion  of  the  wound  if  it  has  been 
brought  firmly  together.  There  is  seldom  any  permanent 
imperfection  of  the  abdominal  wall  as  a  result  of  the  first 
variety  of  abscess,  provided  it  is  promptly  treated,  as  no 
pressure  is  exerted  by  it  on  the  wound.  There  is  seldom 
pain,  or  any  rise  of  temperature,  to  indicate  the  advent  of 
this  form  of  abscess.  The  pus  has,  however,  a  tendency  to 
extend  beneath  the  shin  toward  the  pubes,  in  which  region 
it  remains  unless  removed  by  pressure. 

The  second  variety  of  abscess — that  seated  deeply  and  be- 
tween the  muscles  and  fascia — is  often  announced  by  a  slight 
chill,  and  a  rise  of  temperature  to  101°,  102°,  or  103°.  In 
cases  where  there  is  no  peritonitis  or  other  complication,  a 
rise  of  temperature,  persisting,  from  the  fifth  to  the  tenth 
day,  is  generally  significant  of  the  formation  of  an  abscess. 
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There  is  also  superficial  tenderness,  with  redness,  and  some- 
times distinct  fluctuation.  Pain  is  not  a  constant  symptom, 
but  increased  temperature  is  rarely  absent.  The  course  of 
this  form  of  abscess,  if  not  interfered  with,  is  rapid  and  de- 
structive. If  the  pus  is  not  frequently  and  thoroughly  evacu- 
ated it  burrows  in  various  directions,  laterally  and  toward  the 
pubes,  and  sloughing  of  portions  of  muscle  takes  place.  If 
free  exit  is  afforded,  there  may  be  no  degeneration  of  muscu- 
lar tissue.  The  temperatm'e  commonly  falls  after  each  evacu- 
ation of  pus.  In  neglected  cases  there  is  a  strong  probability 
of  the  development  of  septic  symptoms,  though  this  result 
does  not  follow  so  often  as  might  be  expected.  In  all  cases 
the  subsequent  union  of  the  wound  is  slow  and  unsatisfac- 
tory. Fistulous  openings  remain,  and  often  do  not  close  until 
long  after  the  patient  is  up.  In  the  most  favorable  cases  there 
remains  an  amount  of  cicatricial  tissue  in  the  wound  which 
destroys  the  integrity  of  the  abdominal  wall,  and  often  gives 
rise  to  obstinate  neuralgic  pains.  The  life  of  the  patient 
may  be  placed  in  peril  from  this  form  of  suppuration,  from 
exhaustion,  or  from  septicemia.  It  is  seldom  that  a  fatal 
result  ensues  from  perforation  of  the  peritoneum,  as  the  peri- 
toneum unites  firmly,  if  carefully  brought  together,  in  two 
or  three  days,  while  suppuration  does  not  usually  occur  be- 
fore the  fifth  day.  Under  certain  circumstances,  however, 
any  accumulation  of  pus  in  the  abdominal  waU  may  find  its 
way  through  the  peritoneum.  The  result  of  such  an  accident 
depends  on  the  amount  of  pus  and  its  character,  and  on  the 
condition  of  the  patient.  Some  degree  of  peritonitis  is  likely 
to  follow  as  a  consequence ;  but  in  some  cases  there  is  reason 
to  believe  that  no  disturbance  is  caused  by  the  rupture  in- 
ternally of  a  small  abscess.  In  one  case,  in  which  I  performed 
a  second  ovariotomy,  I  found  a  sac,  occupying  the  whole  depth 
of  the  abdominal  wall,  lying  directly  beneath  the  skin,  and 
communicating  by  a  small  opening  with  the  peritoneal  cavity. 
There  were  no  adhesions  or  other  evidences  of  peritonitis. 
About  two  years  had  elapsed  since  the  first  operation. 

The  third  variety  of  mural  abscess — that  in  which  pus 
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forms  at  the  deepest  portion  of  the  wound,  between  the 
transversal  is  fascia  and  the  peritoneum — is  often  not  recog- 
nized until  it  has  done  serious  mischief.  The  most  promi- 
nent symptom  is  pain,  which  is  generally  severe  and  con- 
stant. At  the  beginning  the  pain  is  slight,  but  it  increases 
in  severity,  requiring  large  quantities  of  morphia  to  render  it 
tolerable.  These  abscesses  may  begin  to  form  immediately 
after  the  operation.  There  is  often  a  rise  of  temperature,  as 
in  the  second  variety  of  abscess ;  but  in  one  very  extensive 
accumulation  of  pus,  which  was  directly  in  contact  with  the 
peritoneum,  and  which  ultimately  ruptured  into  the  peri- 
toneal cavity,  with  fatal  result,  the  temperature  did  not  rise 
above  99^°  or  100°,  and  the  greater  part  of  the  time  it  was 
nearly  normal.  A  distinct  chill  is  not  noticeable  in  most 
cases.  The  extent  and  gravity  of  a  deep-seated  abscess  are 
not  always  indicated  by  the  temperature  or  pulse,  or  by  the 
amount  of  pain  the  patient  suffers. 

In  all  the  varieties  of  mural  abscess  there  is  some  diflS- 
culty  in  making  a  diagnosis  early,  as  all  the  symptoms  enu- 
merated may  be  due  to  other  causes,  and  may  co-exist  with 
those  due  to  the  formation  of  an  abscess.  In  patients  already 
suffering  from  peritonitis,  the  additional  pain  is  not  likely  to 
excite  suspicion.  If  septic  symptoms  have  developed  from 
other  causes,  there  will  be  nothing  to  mark  the  additional 
disturbance  caused  by  suppuration  in  the  wound.  Pain  may 
be  due  to  so  many  causes  that  it  can  not  be  relied  on  as  a 
diagnostic  symptom.  In  many  cases,  especially  in  abscess  of 
the  second  variety  described,  there  will  be  found  induration 
in  the  vicinity  of  the  wound,  with  tenderness  on  pressure, 
and  redness,  with  local  heat.  A  little  later,  if  the  pus  has 
not  found  exit,  fluctuation  will  be  detected.  There  is  in 
some  cases  no  rise  of  temperature,  and  no  pain  or  tenderness, 
the  first  evidence  of  suppuration  being  the  escape  of  pus,  as 
the  sutures  are  removed,  through  the  small  openings  left  by 
the  withdrawal  of  the  silk  or  silver  wire. 

Causes. — The  causes  which  lead  to  the  formation  of  local 
abscesses  are  either  local  or  general. 
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The  cLief  local  cause  is  tlie  exposure  of  tLe  wound  to 
some  septic  influence.  If  the  hands  of  the  operator  and  his 
assistants,  together  with  all  solutions,  sponges,  instruments, 
ligatures,  etc.,  are  not  scrupulously  clean  and  aseptic,  the 
wound  is  not  likely  to  heal  without  suppuration.  Contact 
with  the  wound  of  fluids  from  ovarian  or  other  cysts  is  liable 
to  have  the  same  result.  Too  much  manipulation  of  the 
wounded  surface,  with  prolonged  exposure,  especially  to 
cold,  is  particularly  objectionable.  A  very  fruitful  cause  of 
abscesses  is  the  presence  in  the  wound  of  blood-clots,  or 
slight  oozing  of  blood  after  the  surfaces  are  brought  to- 
gether. The  method  of  closing  the  wound,  and  the  instm- 
ments  and  materials  used  for  that  purpose,  have  much  to  do 
with  the  result.  The  use  of  silk  ligatures,  either  for  arrest- 
ing hemorrhage  or  to  approximate  the  surfaces,  is  fraught 
with  danger  unless  the  silk  is  very  carefully  prepared.  The 
use  of  what  is  known  as  "  Peaslee's  needle  "  injures  the  skin 
and  other  parts  through  which  it  passes,  by  making  an  open- 
ing three  or  four  times  larger  than  is  required  for  the  pas- 
sage of  the  silk  or  other  ligature.  There  is  danger  also,  in 
closing  the  wound,  of  drawing  the  sutures  too  tightly,  so  that 
the  surfaces  are  unduly  and  irregularly  compressed,  and  do 
not  lie  evenly  in  contact.  If  the  sutures  are  not  tight  enough, 
there  will  be  gaping  of  the  wound  at  some  part,  and  pus  may 
form.  The  method  of  closing  the  wound  in  which  the  pedi- 
cle is  secured  by  a  suture  in  the  peritoneal  portion,  is  a  direct 
invitation  to  suppurative  action,  and  is  not  consistent  with 
perfect  union  of  the  wall.  One  other  cause  which  I  believe 
sometimes  interferes  with  prompt  union  is  the  application  of 
the  cold  coil  immediately  after  operation,  while  the  surfaces 
are  yet  chilled  by  exposure,  and  before  the  circulation  has 
been  restored.  Injury  to  the  tissues  by  the  prolonged  appli- 
cation of  the  forceps  used  for  arresting  hemorrhage,  also 
predisposes  to  suppuration,  especially  if  a  portion  of  the  skin 
is  included  in  the  grasp  of  the  instrument. 

The  general  causes  which  interfere  with  immediate  union 
are  to  be  sought,  for  the  most  part,  in  the  condition  of  the  pa- 
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tient,  wlio  may  be  so  mucli  emaciated,  or  in  sucli  bad  health 
generally,  that  there  is  no  effort  at  repair.  Anything  in  the 
condition  of  the  patient  .or  in  the  surroundings  that  predis- 
poses to  the  development  of  erysipelatous  inflammation  in 
the  wound  favors  suppuration.  Bad  hygienic  conditions, 
very  hot  weather,  mental  excitement,  or  general  restlessness 
in  a  nervous  patient — all  operate  unfavorably. 

Pathological  Appearances. — In  the  first  variety  of  ab- 
scess the  skin  may  be  found  dissected  off  from  the  subjacent 
tissues  over  a  large  surface,  the  skin  presenting  a  red  and 
swollen  appearance. 

In  the  second  variety  pus  is  often  found  to  have  bur- 
rowed extensively  in  directions  where  its  existence  was  not 
suspected.  The  muscles  are  infiltrated  with  pus,  and  may 
be  even  gangrenous  in  parts.  Pockets  of  pus,  often  very 
offensive,  are  found  in  various  directions,  especially  below 
the  angle  of  the  wound,  toward  the  base  of  the  bladder. 
The  amount  of  destruction  found  to  exist  in  the  muscles 
and  fascia  is  often  much  greater  than  would  be  suspected 
from  a  superficial  examination. 

In  the  third  variety  of  abscess,  where  pus  has  found  its 
way  into  the  peritoneal  cavity,  the  peritoneum  may  be  found 
united  throughout,  a  small  perforation  excepted.  In  other 
cases  the  peritoneum  may  fail  to  unite,  and  a  large  ragged 
opening  is  found.  In  cases  where  no  perforation  of  the  peri- 
toneum has  taken  place,  a  large  accumulation  of  fetid  pus  may 
be  found  distending  the  peritoneal  surface,  and  separating  the 
peritoneum  over  a  large  area.  In  these  cases  also  the  largest 
accumulation  of  pus  is  generally  in  the  lower  angle  of  the 
wound,  pushing  toward  the  bladder. 

On  opening  the  peritoneal  cavity  and  exposing  the  intes- 
tines it  wiU  be  found,  if  pus  has  entered  from  the  wound, 
either 

I.  That  the  pus  has  failed  to  excite  peritonitis  and  has  left 
no  traces  of  its  presence. 

II.  That  it  has  excited  a  local  peritonitis,  and  caused  ad- 
hesions that  have  served  to  limit  its  effects. 
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III.  That  it  has  caused  a  general  peritonitis,  with  adhe- 
sions and  accumulations  of  pus. 

The  fact  that  the  inflammation  in  such  cases  is  due  to  the 
escape  of  pus  from  the  abdominal  wound  is  made  evident  bj 
the  degree  of  peritonitis  found  in  the  immediate  vicinity  of 
the  abscess,  whence  it  extends  in  every  direction.  In  some 
cases  a  fold  of  intestine  is  glued  by  adhesions  directly  under 
the  abdominal  wound,  preventing  the  further  escape  of  pus. 

Treatment. — The  indications  for  treatment  are  very  sim- 
ple. As  soon  as  an  accumulation  of  pus  is  discovered  it  must 
be  given  free  exit,  by  incision  or  otherwise,  and  free  drain- 
age provided  for.  If  there  is  difficulty  in  evacuating  the 
contents  of  an  abscess,  or  if  they  are  offensive,  the  syringe, 
with  warm  carbolized  water,  may  be  used.  Iodoform  in  fine 
powder  should  be  introduced  into  the  cavity  of  the  abscess  if 
possible,  and  used  plentifully  on  the  surface  of  the  wound, 
which  should  be  dressed  as  often  as  may  be  required  to  keep 
it  clean  and  odorless.  If  any  exuberant  granulations  appear, 
they  must  be  touched  with  nitrate  of  silver.  Pressure  should 
be  made  over  the  site  of  the  abscesses  by  means  of  long 
strips  of  adhesive  plaster  and  pledgets  of  iodoform-gauze. 
The  internal  treatment  should  be  stimulant  and  nutritive. 
Five  grains  of  quinine  should  be  given  three  times  a  day. 
Morphia  should  be  given  in  sufficient  quantity  to  allay  pain 
and  prevent  restlessness.  The  general  treatment,  in  short, 
is  the  same  that  would  be  appropriate  in  case  of  an  abscess 
from  any  cause  in  any  other  region. 

PKOPnYLAXis. — It  is,  first  of  all,  essential  that  the  surface 
of  the  abdomen  be  made  perfectly  clean  immediately  before 
operating.  For  this  purpose  it  should  be  washed  with  soap 
and  warm  water  by  means  of  a  soft  nail-brush.  It  should 
then  be  washed  again  with  a  five-per-cent.  solution  of  carbolic 
acid.  The  hands  of  the  operator  and  his  assistants  should  be 
treated  in  the  same  way.  All  the  instruments  to  be  used, 
and  the  metallic  sutures,  should  be  kept  immersed  in  the 
carbolic  solution.  Special  care  is  necessary  in  the  prepara- 
tion of  the  silk  ligatures,  which  should  be  boiled  in  a  strong 
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antiseptic  solution  and  kept  in  it  until  the  moment  of  use. 
This  rule  applies  to  all  silk  used,  fine  as  well  as  coarse.  Cat- 
gut is  to  be  kept  in  bottles  containing  juniper-oil,  or  some 
antiseptic  solution  that  will  not  affect  it  injuriously.  The 
use  of  a  fine  carbolized  spray  before  and  during  the  opera- 
tion is  an  additional  antiseptic  precaution.  The  spray  should 
not  be  allowed  to  play  directly  on  the  wound,  else  it  will 
be  difficult  to  keep  the  surfaces  sufficiently  warm.  Many 
points  in  prophylaxis  are  indicated  in  what  has  been  said  of 
the  causes  of  mural  abscess.  The  fullest  antiseptic  precau- 
tions being  observed,  it  is  still  necessary,  in  order  to  secure  a 
perfect  union,  that  the  wound  shall  be  closed  with  great  care, 
the  object  being  to  bring  into  exact  apposition,  and  maintain 
in  apposition,  the  surfaces  of  the  wound.  In  an  ideal  case 
the  various  structures  that  have  been  divided  are  made  to 
resume  exactly  the  relations  that  existed  before  the  opera- 
tion. No  foreign  body  should  be  allowed  to  be  inclosed  in 
the  wound.  Hence  all  bleeding  points  are  to  be  secured,  by 
pressure  with  the  forceps  or  by  silk  ligature.  If  the  latter, 
it  should  be  fine  and  carefully  prepared,  and  the  ends  cut  off 
short.  These  ligatures  often  come  away  in  the  final  spong- 
ing, but  they  cause  no  disturbance  if  allowed  to  remain. 
Catgut  answers  equally  well  for  the  same  purpose.  Time 
should  be  taken  to  secure  every  point  that  is  inclined  to 
bleed  before  bringing  the  surfaces  together. 

Some  points  are  to  be  observed  in  making  the  incision, 
as  they  have  a  direct  bearing  on  the  result.  All  the  struct- 
ures except  the  peritoneum  should  be  divided  with  the 
knife  rather  than  the  scissors.  The  peritoneum  should  be 
cut,  and  not  torn ;  it  should  not  be  subjected  to  any  avoid- 
able violence  or  handling,  and  it  should  on  no  account  be 
dissected  off  from  the  fascia  above  it.  The  pockets  caused 
by  such  separation  are  very  liable  to  take  on  suppurative 
action.  The  attachment  of  the  peritoneum  is  slight,  and  it 
is  sometimes  stripped  off  by  accident  if  the  operator  is  not 
on  his  guard. 

In  closing  the  wound,  it  is  desirable  to  expose  the  parts 


JAMES  B.  HUNTER.  325 

to  as  little  injury  as  possible.  The  use  of  the  ordinary  Peas- 
lee  needle  is  objectionable,  because  it  requires  too  much  force 
in  its  introduction,  and  makes  an  opening  needlessly  large. 
Some  years  ago  I  had  those  needles  made  about  one  half  the 
usual  size,  and  found  them  less  objectionable ;  but  I  much 
prefer  and  always  now  use  a  needle  with  a  sharp  triangular 
point.  These  are  passed,  by  means  of  the  needle-holder, 
from  without  inward  on  one  side  and  from  within  outward 
on  the  opposite  side.  In  order  to  insure  greater  accuracy  in 
passing  the  sutures,  I  am  accustomed  to  make  a  few  light 
transverse  marks  on  the  skin,  with  the  point  of  the  knife, 
before  making  the  first  incision.  The  method  of  closing  the 
wound  which  I  adopted  nearly  three  years  ago,  and  which  I 
have  practiced  in  nearly  all  cases  since,  is  described  below. 
It  has  given  excellent  results  in  my  hands,  and  I  believe  has 
proved  satisfactory  to  other  operators  who  have  since  adopted 
it.  The  object  is  to  guard  as  much  as  possible  against  the 
formation  of  abscesses,  especially  in  contact  with  the  perito- 
neum.    The  method  is  the  following : 

If  the  wound  is  a  short  one,  two  and  a  half  or  three  inches 
in  length,  I  pass  a  single  silver  wire  directly  through,  enter- 
ing the  needle  half  an  inch  from  the  margin  and  carrying 
it  vertically,  so  as  to  include  all  the  structures  on  one  side. 
It  is  then  brought  out  on  the  opposite  side  exactly  opposite 
the  point  of  entrance.  This  wire  is  left  long  and  free.  The 
next  step  is  to  close  the  peritoneum,  which  is  done  separate- 
ly with  catgut  of  medium  size  (No.  3  or  4).  The  catgut  is 
threaded  in  a  common  sewing-needle  of  large  size,  which  is 
held  in  the  fingers,  without  forceps.  The  edges  of  the  peri- 
toneum are  raised  slightly  with  the  finger  and  thumb  of  the 
left  hand,  the  needle  is  passed  through  both  edges  with  one 
motion,  at  one  end  of  the  wound,  and  secured  by  a  knot. 
The  needle  is  then  passed  again  through  the  peritoneum 
about  half  an  inch  from  the  first  suture,  the  same  piece  of 
catgut  remaining  attached  .by  the  knot.  The  needle  is  passed 
once  under  the  loop  between  the  two  sutures,  making  what 
is  known  as  the  "  button-hole  "  stitch.     This  is  drawn  tight- 
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Iv,  but  need  not  be  tied,  as  it  holds  firmly  while  the  next 
stitch  is  being  taken.  The  line  is  proceeded  with  in  this 
way  until  the  end  of  the.  peritoneal  wound  is  reached,  when 
another  knot  is  tied,  and  that  part  of  the  operation  is  com- 
plete. The  next  step  is  to  pass  sutures,  about  half  an  inch 
apart,  of  silver  wire  or  of  silk,  from  without  inward,  includ- 
ing everything  but  the  peritoneum,  and  bringing  them  out 
from  within  outward  on  the  opposite  side.  The  wound 
having  been  finally  washed  with  a  bichloride  or  carbolic  solu- 
tion, the  deep  suture  is  first  drawn  together  and  twisted. 
The  more  superficial  sutures  are  then  twisted  or  tied,  and,  if 
the  edges  of  the  skin  are  not  perfectly  in  contact,  superficial 
sutures  of  very  fine  silk  are  introduced  with  a  small  curved 
needle.  The  surface  is  then  powdered  with  iodoform  and  a 
strip  of  iodoform  gauze  is  laid  over  the  wound.  Across  this, 
and  slightly  overlapping,  are  placed  long  strips  of  adhesive 
plaster  until  the  wound  is  entirely  covered.  A  little  cotton 
and  a  bandage  then  complete  the  dressing.  If  the  abdominal 
wound  is  long,  the  deep  sutures  are  placed  at  intervals  of  one 
inch,  or  one  inch  and  a  half,  according  to  the  thickness  of 
the  walls.  The  rest  of  the  operation  is  as  descnbed.  The 
greatest  care  is  taken  to  bring  the  sides  of  the  wound  per- 
fectly in  contact,  and  to  equalize  the  pressure  so  as  to  avoid 
strangulation  of  the  tissues,  in  case  a  little  swelling  should 
occur.  I  consider  the  deep  sutures  necessary  to  insure  con- 
tact of  the  peritoneum  with  the  fascia  above  it,  that  tliere 
may  be  no  pouch  for  the  lodgment  of  fluids. 

By  this  method  of  closing  the  wound  after  laparotomy  I 
believe  the  danger  of  the  formation  of  abscesses  is  reduced 
to  a  minimum,  while  the  peritoneal  cavity  is  better  protected, 
in  case  there  should  be  pus  in  the  wound,  by  the  simple  plan 
of  closing  the  peritoneal  wound  separately — which  is  especi- 
ally adapted  to  cases  where  the  abdominal  wound  is  long, 
and  where  the  walls  have  suffered  atrophy  from  pressure. 


PELYIC  ABSCESS  IN  THE  FEMALE. 

BY  -WILLIAM  H.    PAEISH,    M.  D., 
Fhiladeljjhia. 

Pus  forms  in  the  veins  and  lymphatics  of  the  pelvis  most 
frequently  in  association  with  puerperal  septicemia  and  py- 
emia. In  connection  with  these  minute  pus-formations  there 
are  frequently  deposits  of  pus  on  the  free  surface  of  the 
pelvic  or  general  peritoneum;  but  these  collections  do  not 
usually  create  a  recognizable  tumor.  Though  of  the  most 
serious  import,  they  do  not  usually  call  for  surgical  interfer- 
ence. 

Karely  there  may  develop  around  an  inflamed  vein  or 
lymphatic  of  the  pelvis  a  cellulitis  or  a  peritonitis,  with  in- 
flammatory deposit  of  such  extent  and  character  as  to  con- 
stitute a  recognizable  mass,  and  within  such  mass  pus  may 
form ;  or  pus  may  develop  within  a  pelvic  vein  or  lymphatic 
as  a  condition  secondary  to  a  peritonitis,  cellulitis,  metritis, 
or  endometritis. 

Pus  may  form  within  an  occluded  Fallopian  tube  in  such 
quantity  as  to  produce  a  recognizable  tumor,  but  to  a  pyo- 
salpinx  the  term  pelvic  abscess  is  rarely  applied.  Inflamma- 
tory deposits  and  adhesions  may  have  formed  about  a  pyo- 
salpinx,  and  the  tube  have  become  bo  encapsulated  by  in- 
flammatory deposits  as  to  furnish  a  resisting  wall  to  the 
escape  of  pus  even  after  the  giving  way  of  the  tube-wall. 
Such  is  an  occasional  origin  of  a  pelvic  abscess. 

An  ovaritis  also  rarely  eventuates  in  an  abscess  of  the 
ovary.  As  with  the  tube,  inflammatory  deposits  and  adhe- 
sions about  the  ovary  may  limit  the  abscess  after  the  disap- 
pearance of  the  thinned  ovarian  wall.     An  abscess  of  the 


328  PELVIC  ABSCESS  IN  THE  FEMALE. 

ovary  is  associated  with  enlai-gement  of  that  organ.  This 
enlargement,  with  the  extra-ovarian  deposits  and  adhesions, 
constitutes  a  tumor  recognizable  most  readily  through  the 
rectum  and  vagina ;  adhesions  and  deposits  about  an  ovarian 
abscess  or  a  pyo-salpinx  are  in  one  sense  conservative,  as 
being  protective  to  the  general  peritoneum. 

Pus  may  originate  primarily  in  a  mass  of  inflammatory 
tissue  resulting  from  pelvic  peritonitis.  The  local  peritonitis 
is  probably,  in  most  instances,  an  accession  to  a  previously 
existing  and  possibly  non-suppurating  inflammation  of  an 
ovary,  tube,  vein,  or  lymphatic,  or  of  the  uteras.  Pus  thus 
forming  may  be  placed  posterior  to  the  uterus  and  vagina, 
or  behind  one  or  other  broad  ligament,  and  probably  extend 
across  to  the  opposite  side,  or,  after  adhesion  of  various 
parts  of  the  peritoneum  and  displacements  of  the  viscera, 
the  pus  may  appear  first  at  some  other  point  of  the  pelvic 
peritoneal  cavity,  as  in  the  utero-vesical  peritoneal  pouch. 

The  tumor  resulting  from  pelvic  peritonitis,  and  in  which 
pus  forms,  is  much  larger  than  the  contained  pus-mass.  The 
abscess-walls  are  thick,  and  often  make  up  in  large  part  the 
tumor  recognized  by  the  examining  hands.  The  walls  con- 
sist largely  of  thickened  peritoneum,  inflammatory  deposits, 
and  pelvic  and  lower  abdominal  viscera,  finnly  matted  to- 
gether. The  superior  wall  consists  chiefly  of  exudated  lymph 
and  adherent  coils  of  small  intestine.  The  intestines  may  be 
adherent  over  every  part  of  the  superior  wall  or  actually  im- 
bedded in  it. 

The  general  peritoneal  cavity  is  thus  quite  securely  cut 
off  from  the  abscess  cavity. 

Pus  may  appear  primarily  within  the  pelvic  areolar  tissue, 
as  a  resultant  of  pelvic  cellulitis.  It  may  appear  at  various 
points  of  this  areolar  tissue ;  about  the  cervix,  either  later- 
ally, posteriorly,  or  anteriorly  between  the  cervix  and  blad- 
der; in  the  loose  and  abundant  areolar  tissue  of  a  broad 
ligament,  either  at  the  base  or  the  upper  portion,  near  the 
uterus,  or  at  the  pelvic  end  of  the  ligament.  The  most  fre- 
quent site  is  in  one  or  other  broad  ligament.     An  abscess  in 
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the  pelvic  areolar  tissue  is  external  to  the  peritoneum  and 
internal  to  the  pelvic  fascia — i.  e.,  between  the  two.  The 
fascia  forms  a  strong  resisting  wall,  and  the  peritoneal  wall 
usually  becomes  thickened  and  strengthened  by  associated 
local  peritonitis.  Yet  pelvic  areolar  abscess  may  exist  with 
no,  or  at  most  very  slight,  peritoneal  inflammation.  In  the 
absence  of  peritonitis,  the  peritoneal  wall  of  the  abscess  is, 
of  course,  very  thin,  and  affords  but  slight  protection  to  the 
epithelial  surface  of  the  peritoneum.  , 

Pelvic  abscess  may  have  its  origin  in  a  suppurating  he- 
matocele, either  within  the  pelvic  peritoneum  or  external  to 
it  in  the  sub-peritoneal  areolar  tissue.  The  effused  blood, 
after  partial  coagulation,  becomes  degenerated  so  that  the 
fluid  of  a  suppurating  hematocele,  in  its  early  stages,  pre- 
sents an  appearance  due  to  the  intermingling  of  disintegrated 
blood  and  pus.  About  such  an  abscess  conservative  cellulitis 
and  peritonitis  throw  out  a  protective  wall. 

It  is  often  difficult  to  determine  the  onset  of  suppuration 
within  the  pelvis.  A  previous  inflammation  of  uterus, 
ovary,  tube,  peritoneum,  areolar  tissue,  vein,  or  lymphatic, 
places  the  physician  on  the  lookout  for  constitutional  and 
local  evidences  of  suppuration.  Rigors,  high  temperature, 
profuse  sweats,  and  rapid  pulse  are  the  usual  accompaniments 
of  suppuration  here,  as  in  deep-seated  abscesses  in  other  por- 
tions of  the  body.  But  it  is  probable  that  these  symptoms 
in  some  patients  occur  without  suppuration,  and  may  then 
indicate  merely  extensions  of  the  inflammatory  process  in 
patients  of  enfeebled  and  exaggerated  nervous  susceptibili- 
ties. The  occasional  very  rapid  convalescence  of  patients 
presenting  such  symptoms,  along  with  the  non-escape  of  pus 
through  any  surface,  would  seem  to  warrant  such  conclusion. 
Doubtless  pus  in  small  quantity  may  become  absorbed  under 
favorable  conditions,  but  the  rapidity  of  convalescence  in 
cases  alluded  to  seems  to  preclude  the  supposition  of  con- 
valescence with  absorption  of  pus. 

There  can  be  no  possible  doubt  also  that  in  another  class 
of  cases  pus  may  form  without  the  constitutional  evidences 
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of  suppuration.  In  fact,  the  inflammatory  action  preceding 
the  suppuration  may  not  present  symptoms  distinctive  of  in- 
flammation, and  patients  with  limited  pelvic  pus  formations 
may  present  but  slight  subjective  symptoms,  such  as  pelvic 
discomfort,  slight  pain,  moderate  disturbance  of  the  func- 
tions of  the  pelvic  viscera,  and  very  slight  systemic  perturba- 
tion. In  all  cases  the  local  objective  symptoms  are  of  great 
value,  and  may  alone  warrant  conviction  as  to  the  presence 
of  pus. 

Fluctuation — an  important  symptom,  often  a  proof  of  sup- 
puration in  superficial  abscess — may  be  entirely  wanting  in 
pelvic  abscess,  or  may  not  appear  until  late,  when  pus  has 
formed  in  such  quantity  as  to  rise  above  the  pelvic  brim,  or  to 
have  approached  a  mucous  or  a  cutaneous  surface.  If  pus 
forms  early  about  the  upper  vagina  or  rectum,  in  Douglas's 
pouch,  or  in  the  areolar  tissue  about  the  cervix,  fluctuation 
can  be  readily  obtained  by  the  combined  recto- vaginal  palpa- 
tion— i.  e.,  with  one  finger  in  the  rectum  and  another  in  the 
vagina.  When  the  pus  has  risen  above  the  pelvic  brim,  fluc- 
tuation may  be  obtained  before  pointing  occurs,  especially  if 
the  abscess  is  in  the  extra-peritoneal  areolar  tissue.  "When 
pus  is  in  the  true  pelvis,  a  bogginess  of  the  upper  vagina  and 
loose  tissue  surrounding  it  is  usually  present ;  but  this  symp- 
tom may  exist  prior  to  suppuration.  When  present,  it  is 
important  collateral  evidence.  An  edema  of  the  mucous 
membrane  of  the  cervix  and  upper  vagina  probably  exists 
with  great  frequency  in  pelvic  suppuration.  If  an  ocular 
inspection  is  made  through  the  speculum,  the  mucous  mem- 
brane, especially  that  of  the  cervix,  will  present,  by  reason 
of  the  edema,  a  strikingly  glistening,  semi-translucent,  swol- 
len appearance  of  a  somewhat  purplish  hue.  I  have  observed 
this  as  a  very  marked  condition.  It  is  a  valuable  symptom, 
and  is  analogous  to  the  superficial  edema  seen  overlying 
deep-seated  abscesses  of  other  localities.  It  is  stated  that  the 
labium  of  the  side  on  which  the  abscess  is  located  may  also 
present  this  edema,  but  I  have  not  met  with  such  a  case. 

A  somewhat  dense  mass — firmly  fixed  in  the  pelvis,  of 
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irregular,  lobulated  shape,  painful  on  pressure,  witli  dis- 
placed, immobile,  and  functionally  disturbed  uterus  and  ap- 
pendages, with  disturbance  of  the  functions  of  the  bladder 
and  rectum,  with  usually  the  necessity  of  observing  the 
recumbent  posture  with  flexed  thighs,  with  bogginess  and 
edema  of  cervix  and  vagina  and  surrounding  tissue,  with  or 
without  fluctuation,  usually  with,  rarely  without,  rigors,  high 
temperature,  profuse  sweats,  and  rapid,  feeble  pulse — war- 
rants either  an  absolute  diagnosis  of  pelvic  abscess,  or  a 
working  faith  that  such  condition  exists. 

The  presence  of  pus  may  be  ascertained  by  a  resort 
to  the  aspirator  or  to  the  hypodermic  syringe.  Of  course, 
pus  withdrawn  is  a  final  proof ;  but,  if  pus  is  not  obtained, 
its  non-existence  has  not  been  demonstrated.  Pus  may  be 
present  in  small  quantity  in  a  single  cavity  or  in  several 
isolated  minute  cavities,  and  the  needle  may  merely  enter 
the  tissue  of  the  thick  abscess-wall  and  furnish  no  evidence 
as  to  the  presence  or  the  absence  of  pus.  The  escape  of 
pus  from  one  of  the  outlets — vagina,  bladder,  or  rectum,  or 
through  a  cutaneous  surface — may,  as  it  were,  clinch  the  diag- 
nosis. Yet  such  an  occurrence  may  mislead,  for  the  pus  may 
come  from  an  abscess  placed  external  to  the  pelvis — i.  e.,  ex- 
ternal to  the  pelvic  bony  walls  or  below  the  pelvic  diaphragm. 
I  have  seen  an  ischio-rectal  abscess  form  after  a  laparotomy 
performed  by  myself.  Its  appearance  awakened  an  appre- 
hension that  intra-pelvic  suppuration  had  occurred,  but  an 
incision  by  the  side  of  the  rectum,  and  the  subsequent  his- 
tory of  the  case,  demonstrated  that  the  abscess  had  no  intra- 
pelvic  communication. 

Between  a  chronic  pelvic  abscess  and  a  suppurating  cyst 
the  previous  history  of  the  case  will  furnish  usually  the  dif- 
ferential diagnosis.  I  removed  in  1877,  with  recovery  of 
the  patient,  a  suppurating  ovarian  cyst  about  the  size  of  an 
adult  head.  Rigors,  high  temperature,  profuse  sweats,  rapid, 
feeble  pulse,  and  intense  pain,  "  like  coals  of  fire,"  indicated 
suppuration,  but  the  previous  history  was  that  of  a  cyst. 
Moreover,  a  cyst  very  rarely  becomes  fixed  in  the  pelvis,  as 
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does  an  abscess.  If  the  abscess  is  intra-peritoneal  in  origin, 
it  generally  presents  a  more  irregular  outline  than  does  a  cyst. 

The  study  of  the  behavior  of  intra-pelvic  abscess  is  one 
of  great  importance  and  of  great  interest.  Unless  the  patient 
previously  dies  from  septicemia  and  exhaustion,  there  is 
every  probability  that  the  pus  will  find  within  a  few  days,  it 
may  be  a  few  weeks,  an  escape  from  the  pelvis.  The  direc- 
tion taken  by  the  pus  depends  largely  upon  certain  normal 
anatomical  facts,  but  not  altogether,  for  the  formation  of 
adhesions,  the  deposition  of  resisting  lymph  masses,  the 
thickening  of  the  peritoneum,  the  displacement  and  fixation 
of  viscera,  all  contribute  in  greatly  altering  the  normal  anat- 
omy of  the  pelvic  cavity.  The  pelvic  peritoneal  cavity  be- 
comes shut  oil  in  many  cases  from  the  abdominal  peritoneal 
cavity  by  a  somewhat  firm  wall  of  abnormal  formation. 
Nature  makes  great  and  frequently  successful  effort  to  pro- 
tect the  most  important  structures  from  the  contact  of  pus. 

Pus,  making  its  way  externally,  usually  does  so  by  pene- 
trating the  rectum,  vagina,  or  bladder,  or  through  a  cutane- 
ous surface.  In  doing  so,  the  pelvic  fascia  exercises  to  a 
very  great  degree  a  controlling  influence.  The  form  of  ab- 
scess we  are  studying  is  within  the  pelvic  fascia,  whether  ex- 
ternal or  internal  to  the  peritoneum.  The  dense  character 
of  this  fascia  resists  the  penetration  of  pus.  In  the  great 
majority  of  cases  pus  makes  its  escape  from  the  pelvis,  not 
by  making  its  way  through  the  body  of  that  fascia,  but  by 
effecting  an  opening  into  most  frequently  the  rectum,  vagina, 
or  bladder,  above  the  attachment  of  the  pelvic  fascia  to  them ; 
or,  if  the  pus  reaches  a  cutaneous  surface,  it  usually  does  so 
by  passing  through  one  or  more  of  the  holes  normally  exist- 
ing in  the  pelvic,  or  its  continuation,  the  transversalis  fascia, 
namely,  the  femoral,  inguinal,  or  obturator  canal,  and  the 
sciatic  notches.  It  is  at  such  points,  then,  that  pointing  and 
fistulous  openings  may  be  looked  for. 

Authorities  seem  to  agree  that  the  rectum  and  vagina 
arc  the  two  most  frequent  points  for  the  escape  of  pus ;  but 
as  to  which  of  these  two  is  the  most  frequent  they  differ. 
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My  personal  observations  are  not  sufficientlj  numerous  to 
warrant  an  opinion  based  on  clinical  experience.  Reasoning 
from  anatomical  and  other  considerations,  I  should  expect 
the  most  frequent  site  to  be  the  rectum,  about  where  the 
peritoneum  is  reflected  from  it.  Its  walls  are  thinner  and 
weaker  than  those  of  the  vagina.  Pus  gravitates  toward  the 
rectum  rather  than  toward  the  vagina,  because  of  the  usual 
posterior  recumbency  of  the  patient.  Hardened  masses  of 
feces  pass  along  the  rectum.  These  facts  would  seem  likely 
to  determine  a  more  frequent  attenuation  and  perforation 
of  the  rectal  wall. 

An  opening  into  the  bladder  occurs,  fortunately,  with  less 
frequency  than  into  either  rectum  or  vagina.  Yet  it  is  not 
of  rare  occurrence. 

The  pus  of  an  abscess  located  in  almost  any  part  of  the 
pelvis  may  find  its  way,  because  of  adhesions  and  lymph  de- 
posits, into  the  rectum,  bladder,  uterus,  vagina  ;  or  even  to  a 
cutaneous  surface,  by  passing  through  one  of  the  foramina 
in  the  fascia,  or  by  perforating  the  abdominal  wall  above  the 
brim. 

An  intra-peritoneal  abscess  is  most  apt  to  open  into  the 
rectum  or  vagina.  An  areolar  abscess  situated  adjacent  to 
the  cervix  is  apt  to  take  the  same  direction.  An  abscess 
originating  in  the  outer  portion  of  the  broad  ligament  passes 
with  great  facility  into  the  iliac  fossa,  and  up  the  lateral  and 
posterior  abdominal  wall.  In  diffused  abscess  this  extension 
occurs  with  great  rapidity.  The  subperitoneal  tissue  of  the 
pelvis  and  lower  abdomen  is  abundant,  and  is  easily  dis- 
tended. The  peritoneum  is  pushed  away  from  the  fascia 
with  great  ease  by  the  advancing  pus,  and  a  tumor  of  large 
size  is  formed.  In  such  an  abscess  pus  may  approach  the 
surface  through  the  crural  or  the  inguinal  opening,  or  directly 
through  the  abdominal  wall.  If  an  early  egress  is  not  found 
through  one  of  the  openings  in  the  fascia,  the  pus  may  rise 
high  in  the  abdomen  before  pointing  occurs.  The  subperi- 
toneal areolar  tissue  of  the  upper  abdomen  is  less  abundant 
and  less  distensile  than  in  the  lower  abdomen,  and  the  pus 
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meets  there  with  greater  resistance  to  its  diffusion.  After 
rising  to  the  brim  of  the  pelvis,  the  pus,  if  extra-peritoneal, 
is  directed  backward  and  upward,  in  part  because  of  the  pos- 
terior recumbency  of  the  patient,  but  also  because  the  sub- 
peritoneal areolar  tissue  is  more  abundant  and  more  lax  pos- 
teriorly than  anteriorly  in  the  abdominal  region. 

General  peritonitis  arising  from  pelvic  abscess  is  of  very 
rare  occurrence,  because  of  the  conservative  action  of  adhe- 
sions and  depositions  of  lymph.  Pus  in  certain  localities  in 
the  pelvis  is  more  liable  to  escape  into  the  peritoneal  cavity, 
and  to  thus  occasion  general  peritonitis,  than  when  differently 
located.  An  ovarian  abscess  for  this  reason  is  fraught  with 
more  danger  to  the  patient  than  is  an  abscess  due  to  pelvic 
peritonitis  or  cellulitis.  Abscesses  within  the  ovary  do  not 
become  very  large  before  rupture  occurs,  and  there  seems 
less  probability  of  a  protective  wall  being  formed,  so  that, 
when  bursting  of  the  abscess  eventuates,  pus  reaches  the  epi- 
thelial peritoneal  surface,  and  a  fatal  result  most  probably 
occurs.  In  June,  1877,  I  lost  a  patient  at  the  Philadelphia 
Hospital  four  weeks  after  a  successful  perineorrhaphy.  The 
patient  died  of  general  peritonitis  of  three  days'  duration. 
An  autopsy  showed  the  cavity  of  an  abscess  in  the  right 
ovary  large  enough  to  have  held  about  a  half-ounce  of  pus. 
A  small  opening  had  formed  in  the  thinned  ovarian  wall, 
and  pus  had  reached  the  epithelial  peritoneal  surface.  A 
chronic  ovaritis  had  been  rendered  acute;  suppuration  had 
rapidly  occurred  without  sufficient  extra-ovarian  deposit  or 
adhesion  to  protect  the  peritoneum.  A  like  danger  attends 
pus  in  a  tube,  especially  if  the  salpingitis  has  been  due  to 
the  extension  of  a  gonorrheal  inflammation. 

It  is  stated  by  writers  that  pus,  forming  a  fistulous  open- 
ing at  the  umbilicus,  probably  comes  from  an  intra-peritoneal 
abscess  originating  in  the  pelvis.  This  may  be  true,  but  pus 
escaping  from  the  umbilicus  has,  in  some  instances,  a  differ- 
ent origin.  I  have  seen  a  suppurating  ovarian  cyst  discharge 
at  the  umbilicus,  and  the  following  case  shows  that  an  extra- 
peritoneal abscess  may  also  discharge  at  the  umbilicus.     It 
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also  presents  other  points  of  clinical  interest:  In  1883 
there  came  under  my  care,  at  the  Philadelphia  Hospital,  a 
patient  who  presented  an  irregular  mass  in  the  pelvis  and 
lower  abdomen,  and  a  fistulous  opening  at  the  umbilicus, 
from  which  pus  had  been  escaping  for  several  months,  some- 
times in  large  quantity.  A  history  of  a  tumor,  antedating 
the  symptoms  of  inflammation  and  suppuration,  could  not 
be  obtained.  I  made  an  incision  in  the  median  line  below 
the  umbilicus,  and  came  upon  the  cavity  of  a  chronic  abscess 
in  the  subperitoneal  areolar  tissue.  I  laid  open  the  sinus  up 
to  the  umbilicus,  and  extended  the  incision  above  the  umbili- 
cus in  order  to  reach  the  peritoneal  cavity,  and,  by  so  doing, 
to  determine  the  character  of  the  tumor  and  the  propriety  of 
its  removal.  There  existed  a  large  fibroma  of  the  uterus, 
adherent  to  the  anterior  abdominal  wall  as  high  as  the  um- 
bilicus, and  with  extensive  adhesions  to  the  intestines  and  to 
the  viscera  and  walls  of  the  pelvis.  The  ovaries  could  not 
be  found.  A  tube  was  introduced  into  the  peritoneal  cavity 
at  the  umbilicus,  and  antiseptic  drainage  was  secured.  The 
patient,  after  a  tardy  convalescence,  recovered,  with  entire 
disappearance  of  the  abscess.  Her  occupation  had  been  that 
of  an  ironer,  and  the  subperitoneal  abscess  of  the  lower  an- 
terior abdominal  wall  had  arisen  probably  because  of  contu- 
sions resulting  from  the  large  and  resisting  abdomen  coming 
frequently  in  contact  with'  the  ironing-table. 

In  1873,  being  then  an  interne  at  the  Philadelphia  Hos- 
pital, I  saw  a  patient  with  a  chronic  fistulous  opening  at  the 
umbilicus  discharging  pus.  This  patient  spent  several  months 
in  three  hospitals,  in  isach  being  thought  to  have  a  suppurat- 
ing peritonitis.  !N"o  surgical  interference  was  attempted. 
Death  resulted  from  exhaustion.  An  autopsy  showed  a  sup- 
purating ovarian  cyst — one  that  could  have  been  removed 
with  probable  recovery.  To-day  the  staffs  of  those  hospitals 
would  perform  a  laparotomy  under  such  circumstances.  It 
is  not  safe  to  conclude  that  the  condition  is  that  of  intra- 
peritoneal abscess  because  pus  has  extended  upward  appar- 
ently from  the  pelvis,  and  has  secured  egress  at  the  umbili- 
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cus.  Pus,  existing  in  that  extensive  "  atmospliere  "  of  areolar 
tissue  underlying  the  peritoneum,  is  at  liberty  to  travel  in 
that  tissue  in  almost  any. direction,  according  to  the  action 
of  gravity  and  according  to  the  lines  of  least  resistance,  these 
being  determined  to  some  extent  by  the  relative  amounts  of 
this  tissue  at  different  points,  by  resisting  lymph-deposits,  and 
at  times  by  the  pressure  of  associated  uterine  or  ovarian 
tumors. 

Pelvic  abscess  may  eventuate  in  the  formation  of  fistulous 
openings  at  different  points  in  the  same  patient — into  the 
rectum  and  vagina,  into  the  vagina  and  bladder,  into  either 
or  all  of  these  outlets,  and,  at  the  same  time,  through  the  in- 
tegument, as,  for  instance,  in  the  iliac  region.  In  a  case  seen 
in  the  Jefferson  College  Hospital  in  1880,  there  existed 
openings  into  the  vagina,  bladder,  and  small  intestine.  In 
rare  cases,  openings  form  into  the  colon,  the  uterine  cavity, 
by  the  side  of  the  rectum,  or  of  the  vagina,  and  in  other  di- 
rections. 

The  pus  may  reach  the  exterior  of  the  body  by  a  direct 
opening,  but  in  many  cases  of  spontaneous  opening  the  canal 
of  escape  is  a  long  and  tortuous  one,  effecting  but  partial  and 
interrupted  drainage.  In  the  latter  case  retained  pus  be- 
comes septic  in  character,  leads  to  hectic  and  septicemia,  and 
occasions  an  irritation  or  inflammation  of  the  vagina,  bladder, 
or  rectum. 

Though  bursting  into  the  peritoneal  cavity  is  of  rare  oc- 
currence, yet  the  probability  of  the  formation  of  tortuous 
and  chronic  fistulas,  productive  of  grave  constitutional  and 
local  disturbance,  renders  in  many  cases  the  spontaneous 
opening  of  pelvic  abscess  fraught  with  doubtful  or  unfavor- 
able prognosis  unless  skilled  surgical  interference  is  brought 
to  bear  on  the  fistulae  and  the  abscess  cavity. 

In  a  few  cases  the  abscess  remains  latent,  it  may  be,  for 
a  long  period.  The  contained  pus  remains  for  a  time  un- 
changed ;  but  Dr.  Byf ord  has  shown  that,  in  certain  cases, 
interesting  changes  occur  in  the  contained  fluid :  gradually 
the  purulent  character  becomes  lost,  and  the  characteristics 
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of  a  serous  fluid  obtain;  the  thick  -walls  become  thinned 
through  absorption  of  inflammatory  deposits ;  the  abscess 
becomes  converted  into  a  serous  cyst.  The  free  surface  of 
the  abscess-walls  passes  through  a  stage  of  granulation,  pre- 
senting, it  may  be,  stalactite-like  elongations.  Later,  a  smooth, 
cicatrice-like  condition  of  the  surface  appears. 

When  the  drainage  of  a  pelvic  abscess  is  incomplete, 
there  follows  but  a  partial  disappearance  of  adhesions  and  ex- 
udations ;  and  an  incomplete  restoration  of  the  normal  condi- 
tion of  the  pelvic  structures  results.  If  early  and  perfect 
drainage  is  secured,  and  the  patient  is  of  fairly  good  con- 
stitution, there  may  be,  to  all  appearances,  complete  resto- 
ration to  health.  Adhesions  melt  away,  deposits  become 
absorbed,  displaced  viscera  regain  their  proper  positions, 
normal  mobility  returns,  and  functional  activity  is  restored. 
But,  after  long  continuance  of  the  abscess,  after  prolonged 
existence  of  fistulous  openings,  such  favorable  results  may 
not  follow  cure  of  the  abscess  and  closure  of  the  fi^tulse. 
After  the  latter  conditions  there  often  follows  a  permanent 
crippling  of  the  pelvic  viscera ;  ovaries  are  incapacitated  be- 
cause of  parenchymatous  changes  or  peripheral  deposits  and 
adhesions ;  tubes  remain  occluded  or  fixed  in  unfavorable 
positions ;  the  bladder  is  dragged  upon,  either  directly  or  in' 
directly,  by  adhesions  or  shortened  ligaments ;  the  rectum  is 
disturbed ;  the  uterus  is  displaced,  and  its  mobility  lessened ; 
the  pelvic  circulation  is  interfered  vrith ;  and  the  blood-ves- 
sels, but  especially  the  veins,  are  compressed  and  their  func- 
tions perverted.  Sterility  becomes  a  sequence,  and  the  pa- 
tient passes  into  a  condition  of  more  or  less  confirmed  inva- 
lidism. 

When  pus  exists  within  the  pelvic  cavity,  the  indication 
certainly  is  to  secure  its  evacuation  by  surgical  interference. 
Nature,  unaided,  very  often  fails  to  effect  a  suflacient  opening 
at  the  most  advantageous  point.  The  most  advantageous 
point,  when  the  abscess  is  in  the  true  pelvis,  is  usually  in  the 
vagina,  but  the  majority  of  spontaneous  openings  do  not 
occur  in  the  vagina.    "While  waiting  for  a  spontaneous  open- 
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ing  into  the  vagina,  the  wall  of  the  bladder  or  rectum  may- 
give  way  or  become  so  thinned  that  a  secondary  opening  into 
one  of  these  may  occur  even  after  bursting  into  the  vagina 
has  taken  place.  "When  more  than  one  fistula  occurs,  they 
form  consecutively,  and  the  secondary  ones  are  usually  due 
to  imperfect  drainage,  or  to  extreme  attenuation  of  tissues 
from  delay  in  the  establishment  of  the  first  opening.  It  is 
from  the  same  causes  that  long  and  tortuous  fistulous  tracts 
form. 

If  one  feels  convinced  that  pus  is  present — i.  e.,  that  an 
abscess  exists — is  it  judicious  to  wait  with  an  expectation  that 
the  pus  will  be  absorbed  ?  I  do  not  think  that  the  aggregate 
result  of  such  a  rule  of  management  would  prove  its  judi- 
ciousness. It  is  exceptional  that  pus  becomes  absorbed  in 
any  part  of  the  body.  Even  if  absorption  of  the  pus  of  a 
pelvic  abscess  occurs,  it  can  hardly  be  effected  rapidly,  and 
crippling  of  the  pelvic  viscera  is  likely  to  remain,  possibly 
permanently.  In  the  vast  majority  of  cases  the  pus  forma- 
tion continues,  and  an  exit  is  found  somewhere. 

If  one  is  convinced  of  the  presence  of  pus,  it  devolves 
upon  him  to  consider  where  and  how  to  secure  its  exit.  The 
guarded  use  of  the  aspirator  to  determine  the  presence  of  pus 
may  be  justifiable  after  one  has  strong  evidences  of  its  pres- 
ence— evidences  obtained  from  the  systemic  and  local  symp- 
toms. Yet  I  can  not  but  think  that  the  premature  intro- 
duction of  the  needle  of  the  aspirator  intensifies  the  inflam- 
mation and  hastens  or  determines  suppuration.  Doubtless, 
however,  in  chronic  abscess,  where  the  symptoms  are  obscure, 
yet  where  an  abscess  is  the  most  probable  condition,  the  as- 
pirator-needle, properly  directed,  becomes  a  valuable  aid  in 
diagnosis,  and  also  in  treatment.  In  chronic  inflammation 
the  needle  is  less  likely  to  do  harm,  even  if  suppuration  has 
not  occurred,  than  in  the  acute  process. 

When  early  and  complete  drainage  has  been  effected 
through  the  vaginal  wall,  recovery — even  rapid  recovery — 
frequently  follows.  The  vagina  tolerates  the  fistulous  open- 
ings and  the  contact  of  pus.     The  bladder  and  the  rectum 
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always  resent  such  conditions,  and  most  distressing  symp- 
toms, due  to  developed  cystitis  or  rectitis,  frequently  arise 
wlien  vesical  or  rectal  fistulas  exist.  Moreover,  urine  or 
feces  may  escape  into  the  abscess-cavity  and  keep  up  the 
suppurating  process.  The  muscular  contractions  of  these 
viscera  may  at  times  close  up  the  openings,  and  temporarily 
interrupt  the  drainage. 

When  the  abscess  is  located  in  the  true  pelvis,  and  has 
been  due  to  cellulitis  or  peritonitis,  an  opening  can  be  made, 
usually  with  safety,  through  the  vaginal  vault.  When  the 
abscess  is  near  the  vagina,  a  boggy  mass,  bulging  the  vagina, 
can  be  felt,  and  occasionally  fluctuation  exists.  Palpation 
may  locate  any  large  vessels  intervening,  and,  with  due  care, 
an  aspirator-needle  or  long  bistoury  may  be  thrust  into  the 
mass.  Before  this  is  done  the  bladder  should  be  catheterized 
and  its  position  determined,  the  position  of  the  uterus  ascer- 
tained, and  the  rectum  emptied  and  located.  These  precau- 
tions being  observed,  there  is  little  danger  of  penetrating 
either  of  these  viscera,  although  the  fact  that  this  accident 
has  occurred  in  several  reported  cases  should  not  be  forgot- 
ten. 

If  fluctuation  can  be  secured  in  the  vagina,  the  interven- 
ing tissue  is  probably  thin,  and  a  free  incision  with  the  bis- 
toury should  be  made.  If  there  is  reason  to  believe  that  the 
intervening  tissue  is  thick,  and  that  there  is  danger  of  sever- 
ing enlarged  vessels  with  the  bistoury,  the  aspirator  should 
be  used.  After  the  introduction  of  the  needle,  if  it  is  deemed 
safe  and  desirable  to  make  a  larger  opening,  the  bistoury  may 
be  passed  into  the  abscess,  following  the  needle  as  a  guide. 
If  the  abscess  has  arisen  from  an  hematocele,  the  bistoury 
rather  than  the  aspirator  is  specially  needed,  for  the  coagula 
must  be  removed  by  the  finger,  introduced  into  the  abscess- 
cavity.  If  the  coagula  are  permitted  to  remain,  the  dangers 
of  septicemia  are  greatly  enhanced.  In  other  cases,  when 
there  is  reason  to  believe  that  elongated  masses  of  granula- 
tion are  present,  it  may  be  necessary  to  have  an  opening 
large  enough  to  introduce  the  finger  or  the  smooth  curette 
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for  their  removal.  A  free  opening  also  admits  of  antiseptic 
washings  and  continuous  drainage. 

After  the  use  of  the  aspirator  the  cavity  can  not  be  washed 
out,  and  not  infrequently  it  is  necessary  to  repeat,  it  may  be 
several  times,  the  aspiration.  It  is  questionable  whether  the 
use  of  the  aspirator  excludes  atmospheric  air,  for  the  resisting 
nature  of  the  abscess-walls  will  not  permit  their  approxima- 
tion, and  atmospheric  pressure  is  apt  to  force  air  through  the 
small  opening  made  by  the  needle.  The  frequent  develop- 
ment of  empyema  after  aspiration  of  the  serous  efiusion  of 
pleuritis  seems  to  indicate  the  probability  that  the  use  of  the 
aspirator,  under  some  circumstances,  is  not  a  guarantee  against 
the  admission  of  atmospheric  air. 

I  would  venture  to  claim  that,  in  opening  a  pelvic  abscess 
through  the  vagina,  the  bistoury  is  to  be  preferred,  unless 
there  exists  special  danger,  in  the  individual  case,  of  cutting 
into  a  viscus  or  an  important  blood-vessel,  or  unless  the  symp- 
toms are  obscure,  as  is  sometimes  the  case  in  chronic  abscess. 
In  the  latter  instance  the  needle  may  be  used  for  the  double 
purpose  of  diagnosis  and  treatment. 

It  seems  to  me  that  the  cases  in  which  the  abscess  can  be 
opened  safely  through  the  rectum,  and  not  safely  through 
the  vagina,  must  be  very  rare.  I  have  not  met  with  such  a 
case.  An  opening  into  the  vagina  is  to  be  preferred  greatly 
"io  one  into  the  rectum. 

If  the  abscess  is  high  in  the  pelvis,  it  may  not  be  safe  to 
open  into  it  from  the  vagina.  If  the  pus  has  risen  above  the 
pelvis,  an  incision  through  the  abdominal  wall  can  be  made 
at  any  point  where  it  seems  probable  that  drainage  can  be 
secured.  If  the  abscess  is  external  to  the  peritoneum,  and 
has  invaded  the  iliac  fossa,  an  opening  can  be  easily  made 
above  the  crest  of  the  ilium.  The  opening  of  a  subperitoneal 
abscess  above  the  brim  is  a  safe  procedure,  and  may  be  done 
at  any  point,  being  careful  not  to  wound  one  of  the  viscera 
or  an  important  vessel.  If  the  abscess  is  intra-peritoneal, 
and  has  risen  above  the  pelvis  and  can  not  be  approached 
through  the  vagina,  an  incision  carefully  made  near  the  brim 
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may  reach  the  abscess-cavitj  and  not  open  the  cavity  of  the 
peritoneum,  because  of  inflammatory  adhesion  of  the  point 
of  opening.  After  such  an  incision  there  is  very  little  dan- 
ger of  general  peritonitis. 

In  some  cases,  however,  the  general  peritoneal  cavity  will 
be  opened.  In  such  a  case,  after  opening  the  abdomen,  the 
abscess  should  be  emptied  with  an  aspirator.  An  incision 
should  then  be  made  through  the  abscess-wall,  and  the  edges 
of  this  wound  should  be  carefully  sutured  to  the  edges  of  the 
wound  in  the  abdominal  waU.  Great  care  should  be  exer- 
cised to  prevent  the  pus  reaching  the  epithelial  surface  of  the 
peritoneum.  It  is  a  striking  fact  that  a  large  quantity  of  pus 
may  exist  in  close  proximity  to  the  peritoneum,  in  fact,  may 
be  immediately  in  contact  with  the  outer  surface  of  the 
membrane,  and  peritonitis  not  result ;  yet  a  few  drops  of  the 
same  pus  in  contact  with  the  epithelial  surface  will  occasion 
fatal  peritonitis. 

Inasmuch  as  the  superior  wall  of  an  intra-peritoneal  pelvic 
abscess  has  coils  of  intestines  attached,  or  imbedded  in  it,  its 
incision  must  be  made  with  extreme  caution.  In  some  cases 
it  wiU  be  quite  impossible  to  open  through  such  a  wall,  be- 
cause of  the  universal  and  intimate  attachment  of  the  intes- 
tines. I  made  an  autopsy,  in  one  instance,  where  such  an 
impossibility  existed,  even  in  a  post-mortein,  so  extensively 
had  the  intestines  become  matted  together  in  the  abscess-wall. 

Although  unquestionably  there  do  occur  cases  of  pelvic 
abscess,  intra-peritoneal  in  origin,  in  which  an  abdominal 
incision  is  the  best  method  of  approaching  the  abscess,  yet 
such  cases  are  exceptional,  for  usually  an  opening  through 
the  vagina  will  be  much  the  safest.  The  operation  through 
the  abdominal  wall  is  at  times  simple  and  safe,  at  other  times 
hazardous,  even  when  unusual  surgical  skill  is  brought  to 
bear. 

In  order  to  insure  perfect  drainage,  it  may  be  best  in 
some  instances  to  make  a  counter-opening  through  the  va- 
gina, but,  as  a  rule,  such  will  not  be  required.  "When  two  ab- 
scesses exist,  one  may  be  intra-peritoneal,  the  other  extra-peri- 
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toneal.  In  such  a  case  it  may  be  necessary  to  make  an  open- 
ing throngli  the  vagina  and  another  through  the  abdominal 
wall.  This  was  necessary  in  a  patient  recently  seen  by  me 
at  the  request  of  Dr.  Wharton  Sinkler.  I  first  introduced 
the  aspirator-needle  through  the  vaginal  wall.  It  penetrated 
a  boggy  mass  of  about  one  inch  in  thickness,  and  then  came 
away  forty-eight  ounces  of  purulent  fluid,  all  that  could  be 
obtained.  Only  a  partial  disappearance  of  the  tumor  fol- 
lowed the  withdrawal  of  this  fluid.  It  was  evident  that 
there  was  either  another  abscess  not  communicating  with  the 
one  already  emptied,  or  that  there  was  a  tumor  of  some  other 
character  complicating  the  case.  The  patient  was  in  a  state 
of  extreme  exhaustion,  and  was  of  a  family  of  very  decided 
phthisical  history.  Within  twenty-four  hours  after  the  aspi- 
ration a  rapidly  extending  facial  erysipelas  developed.  Other 
evidences  of  septic  infection  preceded  and  followed  the 
aspiration.  The  second  swelling  was  not  perceptible  through 
the  vagina.  At  the  end  of  forty-eight  hours  there  was  no 
doubt  as  to  the  nature  of  this  swelling.  Its  rapid  extension 
through  the  iliac  fossa  and  above  the  crest  in  a  posterior  di- 
rection indicated  a  subperitoneal  abscess.  It  had  probably 
originated  in  the  outer  part  of  the  broad  ligament  and  near 
the  pelvic  brim. 

Because  of  the  facial  erysipelas  and  the  patient's  extreme 
exhaustion,  an  anesthetic  was  not  administered.  I  cut  care- 
fully through  the  tissues  overlying  the  abscess  just  above 
and  in  front  of  the  anterior-superior  spine,  and  evacuated 
again  forty-eight  ounces  of  purulent  fluid.  A  finger  intro- 
duced into  the  opening  showed  a  diffused  abscess  in  the  sub- 
peritoneal areolar  tissue.  The  peritoneum  was  pushed  away 
from  the  fascia,  and,  wherever  my  finger  examined  it,  it 
seemed  of  normal  thickness.  The  fascia  and  peritoneum 
came  promptly  in  contact  as  the  pus  was  evacuated.  A  sec- 
ond time  I  used  the  aspirator  on  the  first  abscess  through  the 
vagina  and  drew  off  about  four  ounces  of  reaccumulated  puru- 
lent fluid  more  offensive  than  that  first  drawn.  On  seeing 
the  patient  ten  days  later,  the  abdominal  wound  had  closed, 
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and  it  was  again  incised  and  about  eight  ounces  more  of  pns 
escaped.  In  all  I  had  drawn  off  108  ounces  of  purulent 
fluid,  and  there  had  been,  in  addition,  an  abundant  drainage 
during  most  of  the  first  ten  days  after  the  incision.  In  this 
case  there  were  two  pelvic  abscesses — the  first  probably  intra- 
peritoneal, the  second  extra-peritoneal.  That  the  abscesses 
bore  a  causative  relation  to  the  facial  erysipelas  was  seen  in 
the  fact  that,  after  emptying  the  second  abscess,  the  erysipe- 
las disappeared  like  magic.     The  patient  recovered. 

After  incision  into  a  pelvic  abscess  the  same  surgical 
rules  obtain  as  in  the  after-management  of  other  deep-seated 
abscesses. 

Blood-coagula,  fragments  of  lymph,  shreds  of  disinte- 
grated tissue,  excessive  masses  of  granulations,  etc.,  should 
be  removed  with  finger  or  curette.  The  drainage  should  be 
made  as  perfect  as  possible.  Antiseptic  syringing  will  fre- 
quently be  indicated,  especially  if  the  drainage  is  not  per- 
fect. Care  must  be  taken  so  as  not  to  over-distend  the  ab- 
scess-cavity with  the  injected  fluid.  I  prefer  a  weak  soln- 
tion  of  iodine  in  boiled  water,  sometimes  increasing  the 
strength.  But  care  must  be  observed  that  the  fluid  is  not 
too  irritating. 

There  are  rare  varieties  of  pelvic  abscess — differing  chiefly 
in  the  nature  of  their  causes — and  fluid  formations  of  non- 
purulent character  which  I  have  not  considered  in  this  pa- 
per. I  have  aimed  merely  to  discuss  in  brief  the  more  com- 
mon varieties  of  pelvic  abscess. 


TWO  CASES  OF  LAPAEO-ELYTROTOMY,  WITH 
REMARKS. 

BY   CHAELES  JEWETT,   A.  M.,  M.  D. 

Case  I. — On  September  1,  1883,  I  was  requested  by  Dr. 
Joseph  Healy  to  see  with  him  a  case  of  labor  in  deformed 
pelvis.  The  patient  was  an  Irishwoman,  forty  years  of  age, 
of  medium  height  and  somewhat  masculine  figure,  and  a  pri- 
mipara.  Labor-pains  had  begun  one  week  before,  at  full  time, 
but  had  not  apparently  been  severe  till  the  end  of  the  week. 
The  membranes  had  ruptured  August  25th. 

On  examination,  I  found  the  following  conditions,  which 
had  already  been  noted  by  Dr.  Healy,  and  by  Dr.  F.  B.  Green, 
who  was  also  in  attendance  :  The  pelvis  approximated  the 
male  type.  The  symphysis  pubis  was  deep,  the  subpubic  angle 
narrow,  and  the  bis-ischial  diameter  measured  2f  inches.  The 
brim  was  also  smaller  than  normal. 

The  fetal  head,  which  was  of  more  than  average  size,  of- 
fered above  the  brim  in  R,  O.  A.  position,  and  partially  ex- 
tended. The  right  arm  was  folded  over  the  head  and  presented 
in  advance  of  it  ;  the  patient  was  exhausted  by  long  labor  and 
by  attempts  to  replace  the  arm  and  deliver.  Forceps  had  been 
tried,  but,  owing  to  the  narrowness  of  the  pelvic  outlet,  could 
not  be  applied,  and  version,  too,  had  been  found  impracticable. 
The  uterus  was  in  a  state  of  spastic  rigidity,  and  the  passages 
were  edematous. 

In  this  condition  of  affairs  the  choice  of  procedures  lay  be- 
tween craniotomy  and  delivery  by  abdominal  section.  It  was 
evident  that  craniotomy  would  be  a  tedious  and  difficult  opera- 
tion, and  all  agreed  in  preferring  laparo-elytrotomy  to  Cesarean 
section.  This  operation  was  accordingly  done,  with  the  assist- 
ance of  Drs.  Healy,  Green,  and  F.  A.  Jewett. 

The  operation  was  extremely  easy  ;  no  complication  or  diffi- 
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culty  -was  experienced  except  some  delay  in  extracting  the 
child.  The  primary  incision  was  made  on  the  right  side  paral- 
lel with  Poupart's  ligament,  a  little  more  than  an  inch  above 
it,  and  extended  from  a  point  one  inch  above  the  anterior-supe- 
rior spine  of  the  ilium  to  within  one  inch  and  three  quarters 
of  the  pubic  spine.  The  muscles  and  the  transversalis  fascia 
were  divided,  layer  by  layer,  on  a  grooved  director.  Two  or 
three  small  vessels  were  ligated,  as  holding-forceps  were  not  at 
hand.  The  peritoneum  was  exposed,  detached  from  the  iliac 
fascia,  and  pressed  upward  till  the  lateral  wall  of  the  vagina 
was  reached.  The  ureter  was  readily  identified,  lifted,  and 
held  with  a  retractor  in  the  inner  angle  of  the  wound.  The 
vagina  was  opened  on  an  obturator,  an  inch  and  a  half  below  the 
cervix,  with  the  Paquelin  cautery,  and  torn  in  the  usual  man- 
ner with  the  fingers.  The  child  was  extracted  by  the  head, 
below  the  ureter.  The  uterus  contracted  promptly,  and  the 
placenta  was  soon  expelled. 

The  bladder  was  injected  with  milk  and  water  and  found 
intact ;  the  ureter  was  also  uninjured.  A  perforated  glass 
drainage-tube  was  passed  down  through  the  inner  angle  of  the 
wound  into  the  vagina,  and  the  wound  was  closed  with  subli- 
mated silk  sutures.     A  partial  antisepsis  was  observed. 

The  child,  a  well-developed  male,  died  before  delivery. 
The  large  size  of  the  fetal  head  will  appear  from  the  following 
measurements  : 

Bi  P 4    inches. 

O.  F 5i        « 

O.  M e"        " 

The  operation  was  done  in  a  crowded  tenement-house.  The 
surroundings  and  the  after-care  of  the  case  were  bad  ;  yet,  de- 
spite all  this  and  the  fact  that  the  patient  was  made  drunk  with 
whisky  by  her  friends  within  a  few  hours  after  delivery,  the 
case  promised  well  for  the  first  two  days.  The  temperature 
averaged  about  100°  Fahr.,  with  slight  oscillations,  and  the 
pulse  ranged  from  95°  to  120°.  The  pulse  and  temperature 
then  ran  rapidly  up,  and  the  patient  died,  at  the  end  of  seventy 
hours  after  the  operation,  apparently  from  the  effects  of  ex- 
haustion and  a  rapidly  developed  septicemia.    Since  a  thorough 
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irrigation  of  the  wound  had  been  maintained,  the  source  of  the 
septic  absorption  was  believed  to  be  the  uterine  cavity. 

An  autopsy  could  not  be  obtained. 

Case  II. — A.  J.,  twenty-four  years  of  age,  born  in  this 
country  of  Irish  parents,  was  admitted  to  the  Long  Island  Col- 
lege Hospital,  January  26,  1885. 

This  woman  was  pregnant  for  the  first  time,  and  was  in 
good  general  health.  She  was  a  dwarf,  measuring  four  feet 
five  inches  and  three  quarters  in  height,  and  was  deformed  froni 
the  effects  of  Pott's  disease  occurring  in  infancy.  A  well- 
marked  kyphosis  extended  from  the  fourth  dorsal  vertebra  to 
the  sacrum.    A  cicatrix  just  above  Poupart's  ligament  on  the 


-^2» 


right  side  marked  the  point  of  rupture  of  a  spinal  abscess 
which  was  said  to  have  discharged  for  a  period  of  two  years. 
The  iliac  crests  were  on  a  level  with  the  lower  border  of  the 
ribs  and  the  most  prominent  vertebral  spine.  The  abdomen 
was  extremely  pendulous.     The  external  deformities  are  well 
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shown  in  the  accompanying  figures,  drawn  by  Dr.  R.  L.  Dick- 
inson from  photographs  which  were  taken,  one  on  admission 
and  the  other  just  before  discharge. 

The  pelvis  was  deformed,  though  not  of  a  strongly  marked 
kyphotic  type.  The  brim  was  ample  and  but  slightly  dis- 
torted. The  outlet  was  narrowed  by  a  marked  approximation 
of  the  ischial  bones,  and  the  coccyx,  which  was  ankylosed,  pro- 
jected forward  at  nearly  a  right  angle  with  the  sacrum. 

The  general  character  of  the  pelvic  deformity  will  best 
appear  from  the  following  measurements  : 

External  conjugate  diameter 7f  inches. 

Between  iliac  crests 10|-      " 

Between  iliac  spines 7f      " 

Diagonal  conjugate 5        " 

True  conjugate  (estimate) 4^      " 

Bis-ischial  diameter 2        " 

Labor  had  commenced  at  full  time,  and  the  first  stage  was 
fairly  established  on  admission. 

The  child  presented  by  the  vertex  in  R.  O.  A.  position,  and 
the  membranes  were  unruptured.  It  was  at  once  decided  to 
deliver  by  laparo-elytrotomy,  Drs.  Wallace,  Hyde,  and  Hop- 
kins, of  the  consulting  staff,  and  Professor  Skene,  concurring. 

The  room,  which  was  a  large,  well-ventilated  operating- 
room  in  the  new  part  of  the  building,  was  scrubbed,  and  was 
disinfected  with  chlorine.  The  operating-table  was  cleansed 
with  soap  and  water  and  washed  with  bichloride  solution.  The 
patient  was  given  a  general  hot  bath,  and  the  field  of  operation 
was  shaved  and  bathed  with  the  solution  of  mercuric  bichlo- 
ride.    The  vagina  was  douched  and  the  bladder  emptied. 

The  operation  was  done  in  the  evening  in  the  presence  of 
the  hospital  staff  and  a  number  of  students,  and  with  the  aid 
and  counsel  of  Professor  Skene  and  Drs.  Palmer,  Thallon,  and 
Dickinson. 

The  parts  were  lighted  by  means  of  an  oxyhydrogen  appa- 
ratus, managed  by  Messrs.  Van  Cott  and  Smith,  of  the  medical 
class.  The  os,  thin  and  dilatable,  with  a  diameter  of  about  one 
inch  and  a  half,  was  fully  dilated  by  Dr.  Dickinson  with  the 
hand.  The  external  incision  was  made  on  the  right  side,  about 
five  inches  in  length  and  a  full  inch  above  Poupart's  ligament. 
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Some  diflficulty  was  experienced  in  identifying  the  peritoneum, 
owing  to  a  considerable  degree  of  old  inflammatory  thicken- 
ing, and  the  peritoneum  was  snipped  through  at  one  point.  The 
minute  opening  was  immediately  closed  with  a  ligature. 

Before  the  vagina  was  reached  it  was  found  that  the  head 
had  sunk  down  into  the  brim  of  the  lesser  pelvis.  This  situa- 
tion of  the  head  greatly  embarrassed  the  approach  to  the  vagi- 
nal wall.  Dr.  Skene  pushed  the  wall  of  the  vagina  up  into  the 
wound  on  the  handle  of  a  male  urethral  sound.  A  small  in- 
cision was  made  with  the  scissors  and  extended  by  lacerating 
with  the  fingers  in  a  direction  parallel  with  the  pelvic  brim. 
The  right  wall  of  the  cervix  was  hooked  up  into  the  wound 
with  the  finger.  Version  was  then  attempted,  but  was  found 
impracticable.  The  forceps,  however,  was  finally  applied  to 
the  head  after  some  delay,  but  not  until  Dr.  Dickinson  had 
lifted  it  above  the  pelvic  brim  with  the  hand  in  the  vagina. 
The  delivery  was  completed  thirty-five  minutes  from  the  begin- 
ning of  the  operation,  and  the  placenta  was  expelled  soon  after. 
The  child  was  a  male  of  5f  pounds.  The  operation  was  well 
borne,  with  but  slight  shock.  The  total  blood-loss  did  not 
exceed  the  usual  amount  in  normal  labor.  No  vessels  were 
tied.  An  injection  thrown  into  the  bladder  returned  through 
the  vagina.  On  examination,  the  edges  of  the  vesico-vaginal 
tear  could  be  felt  extending  obliquely  down  to  the  base  of  the 
bladder  through  its  margin  and  then  turning  abruptly  across 
the  urethra  just  below  the  vesical  junction.  The  length  of  the 
bladder  wound  was  about  one  inch  and  a  half. 

The  external  wound  was  closed  with  seven  sutures  of  subli- 
mated silk,  A  double  soft-rubber  drainage-tube  was  passed 
through  the  inner  angle  of  the  wound,  emerging  at  the  vulva, 
and  a  dressing  of  absorbent  cotton  applied.  A  soft  catheter 
was  tied  in  the  bladder  and  the  rent  left  unsutured. 

In  the  course  of  the  night  the  patient  was  seized  with  sec- 
ondary hemorrhage,  and  lay  for  hours  in  an  almost  moribund 
condition.  The  bleeding  was  finally  controlled,  however,  by 
pressure  over  the  external  wound,  and  the  subsequent  improve- 
ment was  uninterrupted  except  by  great  tympanitic  distention 
of  the  abdomen  and  by  occasional  rise  of  temperature.  The 
tympanites  did  not  yield  to  medicinal  remedies  nor  the  use  of 
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the  rectal  tube,  and  was  relieved  only  by  puncture  of  the  in- 
testines with  a  hypodermic  needle.  This  measure  was  several 
times  repeated,  with,  ultimately,  complete  relief. 

The  temperature  at  no  time  exceeded  102°  Fahr.,  and  yielded 
invariably  to  thorough  antiseptic  irrigation  of  the  wound  and 
vagina.  On  the  seventh  day  and  thereafter  the  urine  was 
passed  wholly  per  urethram,  and  at  intervals  of-  three  or  four 
hours. 

The  patient  was  out  of  bed  in  the  fourth  week,  and  was 
discharged  at  the  end  of  six  weeks.  The  child  did  well  on 
artificial  feeding,  and  was  well  nourished  and  healthy  on  re- 
moval from  the  hospital. 

On  examination  of  the  mother  before  discharge,  the  cervix 
was  found  uninjured.  The  cicatiix  of  the  vaginal  rent  was 
linear.  It  ran  along  the  vaginal  wall  very 
near  the  cervix,  and  extended  obliquely 
down  to  the  base  of  the  bladder  and  across 
the  urethra,  as  already  described.  Some  de- 
gree of  vesical  irritability  remained  at  the 
date  of  discharge.  The  direction  of  the  ci- 
catrix is  shown  in  the  accompanying  figure. 

On  examination  of  this  patient  several 
months  after  leaving  the  hospital,  the  capa- 
city of  the  bladder  appeared  to  be  dimin- 
ished. The  lower  segment  of  the  urethra 
had  closed  at  its  upper  extremity.  The 
urine  was  passed  from  the  upper  segment 
at  the  point  of  laceration  ;  moreover,  there 
was  a  partial  incontinence,  for  which,  un- 
fortunately, there  is  no  prospect  of  relief. 

Finally,  this  history  would  be  incom- 
plete without  acknowledgment  of  the  skill- 
ful services  of  Dr.  R.  L.  Dickinson  in  the 
after-care  of  the  case.  To  him  the  recovery 
was  largely  due. 

Bemarhs. — Laparo-elytrotomy,  as  all  operators  are  thus 
far  agreed,  compares  favorably  in  simplicity  and  ease  of 
performance  with  Cesarean  section.  At  the  same  time  it 
possesses  decided  advantages  over  that  operation  in  the  fact 
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that  it  avoids  tlie  incision  of  the  uterus  and  of  the  perito- 
neum. 

There  is,  therefore,  far,  less  shock  in  laparo-elytrotomy ; 
and  septicemia,  which  figures  so  prominently  in  the  causes 
of  death  after  Cesarean  section,  is  a  minor  danger  in  the 
operation  of  Dr.  Thomas. 

The  only  important  anatomical  difficulty  likely  to  be 
encountered  in  making  the  incisions  is  the  identification  and 
safe  division  of  the  trans versalis  fascia  without  injury  to  the 
peritoneum.  This  step  in  the  operation  is  especially  difficult 
when  the  structures  are  thickened  and  matted  together  by 
old  inflammatory  adhesions,  as  in  one  of  the  cases  above 
reported,  and  in  one  of  Dr.  Skene's. 

In  cases  of  this  kind  the  difficulty  in  identifying  the 
structures  might  undoubtedly  be  overcome  by  passing  the 
obturator  before  incising  the  transversalis  fascia.  By  cau- 
tiously pushing  the  vaginal  wall  up  into  the  external  wound, 
the  peritoneum  could  probably  be  separated  before  expos- 
ing it. 

Such  a  procedure,  applied  with  the  fingers  at  this  stage 
in  the  operation,  would  possibly  be  found  useful  even  in  a 
simple  case. 

The  principal,  in  fact  the  only  serious,  complications  of 
the  modem  operation  have  been  the  bladder  wounds.  In 
six  out  of  the  twelve  operations  recorded,  the  bladder  has 
been  torn  or  cut.  It  is  as  yet  doubtful  whether  these  acci- 
dents are  wholly  avoidable.  Dr.  Skene,  who  has  the  honor  of 
having  achieved  the  first  success  and  the  greatest  number  of 
individual  successes  in  this  operation,  affirms  that  the  bladder 
injuries  are  preventable  by  care  in  operating.  "While  this  is 
undoubtedly  true  of  injuries  by  the  knife,  it  is  not  certain 
that  any  care  or  skill,  or  any  improvement  in  the  technique 
of  the  operation,  can  wholly  protect  the  bladder  against 
laceration. 

Bladder  tears  may  occur  either  during  the  preliminary 
dilatation  of  the  vaginal  rent,  or  during  the  extraction  of  the 
child.    With  sufficient  care,  the  bladder  need  not  be  invaded 
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in  enlarging  the  vaginal  wound.  The  margin  of  the  vesico- 
vaginal junction  should  be  defined  by  means  of  a  staff  held 
in  the  bladder.  The  rent  should  be  carefully  limited  ante- 
riorly, and  should  be  carried  backward  as  far  as  possible  with- 
out invading  the  pouch  of  Douglas.  I  see  no  reason  why 
the  rent  could  not  be  carried  across  the  posterior  vaginal  wall 
by  first  lifting  the  utero-sacral  fold  of  peritoneum.  Much 
space  might  thus  be  gained,  and  the  danger  of  injuring  the 
bladder  before  or  during  the  extraction  be  greatly  dimin- 
ished. During  the  delivery,  as  a  still  further  precaution,  let 
an  assistant  hold  his  finger  at  the  vesico-vaginal  junction  in 
front  of  the  wound  to  give  warning  of  approaching  danger. 
By  thus  utilizing  all  the  available  space,  by  extending  the 
vaginal  opening  with  the  utmost  caution,  and  by  guarding 
its  anterior  limit  during  delivery,  vesical  injuries,  I  am  sure, 
would  be  very  rare. 

The  importance  of  this  complication  is,  however,  as  Dr. 
Skene  has  said,  somewhat  diminished  by  the  fact  that  in  all 
cases  thus  far,  with  a  single  exception,  the  bladder  wound 
has  closed  by  spontaneous  union.  And  it  occurs  to  me,  in 
view  of  the  tendency  to  spontaneous  closure,  as  well  as  the 
difficulty  and  added  danger  of  immediate  suture,  that  the 
immediate  closm'e  of  the  wound  by  surgical  interference,  as 
suggested  by  Dr.  Garrigues,  is  not  called  for  in  mere  vesico- 
vaginal rents. 

In  one  of  the  foregoing  cases  the  child  was  extracted 
below  the  ureter,  and  in  the  other  above  it.  They  demon- 
strate the  feasibility  of  delivery  by  either  method.  Extrac- 
tion below  the  ureter,  I  believe,  best  protects  it  from  inju- 
rious pressure  or  tension,  though  possibly  open  to  objection 
from  the  disturbance  of  its  anatomical  relations.  In  which- 
ever way  delivery  is  accomplished,  it  is  more  satisfactory 
to  identify  the  ureter  in  the  course  of  the  dissection.  That 
the  ureter  can  be  readily  identified  I  am  convinced  from  my 
experience  in  the  first  case,  and  from  observations  upon  a 
post-mortem  delivery  by  laparo-elytrotomy,  reported  by  Dr.  B. 
F.  Westbrook,  and  which  I  had  the  privilege  of  witnessing. 
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Yet  it  must  be  confessed  that  the  supposed  importance 
of  the  ureter,  in  its  relations  to  this  operation,  is  greatly 
modified  by  the  fact  that  it  has  not  been  injured  in  the  cases 
thus  far  reported. 

The  statistics  of  laparo-elytrotomy  thus  far  are  briefly  as 
follows : 

Twelve  operations,  including  the  two  above  reported, 
have  been  recorded.  Of  this  number,  all  but  two  were  done 
in  this  country,  and  six  of  them  in  Brooklyn.  Six  mothers 
and  seven  children  have  been  saved.  All  the  maternal  deaths 
were  due  to  the  hopeless  condition  of  the  patients  before 
operation.  In  three  cases  the  child  was  dead  before  the 
operation  was  begun,  in  one  the  child  died  before  it  was 
completed,  and  in  each  of  the  fatal  cases  the  death  of  the  child 
was  due  to  causes  with  which  the  mode  of  delivery  had  noth- 
ing to  do. 

It  is  a  sisrnificant  fact  that  three  of  the  six  successful 
laparo-elytrotomies  were  done  in  hospitals,  while  Cesarean 
section  has  been  almost  invariably  fatal  as  a  hospital  opera- 
tion. So  far,  then,  as  statistical  comparison  is  practicable, 
Thomas's  operation  has  a  decided  advantage  over  the  Ce- 
sarean section.  The  records  of  both  have  suffered  from  the 
fact  that  in  a  large  proportion  of  cases  the  patient  was  in  a 
desperate  condition  before  interference. 

The  following  summary  presents  in  brief  the  history  of 
the  modern  operation  to  the  present  date : 

Case  I.— 1870  (T.  G.  Thomas,  M.  D.,  N.  T.).  Patient  a 
multipara,  forty  years  of  age.  End  of  the  seventh  month  of 
gestation.  Pneumonia,  moribund.  Operation  in  interest  of 
the  child  only.  Right  side.  Extraction  by  version.  Death 
in  one  hour.  Child  premature,  imperfectly  developed  and 
hare-hpped  ;  died  in  one  hour. — Am.  Jour,  of  Ohstet.^  May, 
1870. 

Case  II.— March  22,  1874  (A.  J.  C.  Skene,  M.  D.,  Brook- 
lyn). Primipara,  at  term.  Rhachitic  deformity.  Conjugate 
at  brim  2^  inches.  Previous  attempts  at  delivery  by  version 
and  by  craniotomy.     Operation  on  right  side.     Death  in  seven 
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hours  from  shock,  mainly  due  to  forty-eight  hours  of  hard 
labor  and  previous  attempts  at  delivery. — I^.  Y.  Med.  Jour.^ 
187 j^  vol.  XX,  p.  JfOl. 

Case  III.— October  29, 1875  (A,  J.  C.  Skexe,  M.  D.  ).  Mul- 
tipara, at  term.  Rhachitic.  Antero-posterior  diameter  at  the 
brim  2f  inches.  Operation  on  the  right  side.  Bladder  in- 
jured. Vesico-vaginal  fistula  closed  by  operation  November 
28,  1875.  Kecovered.  Child  saved. — Am,  Jour,  of  Obstet.y 
February,  1876. 

Case  IV.— June  23,  1877  (A.  J.  C.  Skene,  M.  D.). 
Primipara,  thirty-seven  years  of  age,  at  full  term.  Great  gen- 
eral deformity.  Conjugate  at  superior  strait  1^  inch.  Both 
thighs  flexed  and  hip  joints  ankylosed.  Old  pelvic  peritonitis. 
Temperature  102^°  before  operation.  Operation  on  right  side. 
Bladder  wounded.  Urinary  fistula  opening  in  the  groin  closed 
spontaneously  August  12th.  Mother  saved.  Child  lived  eight- 
een days,  and  died  from  causes  independent  of  the  operation. 
—Am.  Jour,  of  Obstet,  October,  1877. 

Case  V.— December  3,  1877  (T.  G.  Thomas,  M.  D.). 
Piimipara,  twenty  years  of  age,  dwarf.  Conjugate  at  the 
brim  2f  inches.  Transverse  at  outlet  2\  inches.  Operation 
in  Nursery  and  Child's  Hospital,  N.  Y.  Right  side.  Bladder 
injured.  Round  ligament  divided.  Bladder  retentive  after 
twenty  days.  Recovered.  Child  saved. — Am.  Jour,  of  Obstet., 
April,  1878. 

Case  VI.— July  14,  1878  (Thos.  Whiteside  Hime,  M.  D., 
SheflSeld,  Eng.).  Multipara,  thirty-seven  years  old.  At  term. 
Cancer  of  the  recto-vaginal  septum.  A  hard  drinker.  Fatty 
heart  and  liver.  Operation  on  left  side.  Death  in  two  hours. 
Autopsy  showed  bladder  and  peritoneum  uninjured.  Cervix 
not  lacerated.  Child  saved. — London  Lancet,  November  9, 
1878. 

Case  VII.— November  23,  1878  (Aethtje  W.  Edis,  M.  D., 
London,  Eng.).  Primipara,  twenty  years  of  age,  flabby  and 
unhealthy.  Conjugate  2^  inches.  Right  thigh  flexed  and  hip 
joint  ankylosed.  Thrombus  of  right  labium  major.  Opera- 
tion in  British  Lying-in  Hospital.  Right  side.  Bladder  torn, 
and  sutured.  Death  in  forty  hours.  Child  saved. — JBritish 
Medical  Journal,  November  SO,  1878. 
23 
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Case  VIII. — November  8,  1879  (Walter  R.  Gillette, 
M.  D.,  N.  Y.).  Primipara,  twenty-three  years  old.  Dwarf. 
Rhachitic.  Antero-posterior  diameter  at  pelvic  inlet  1^  inch. 
Operation  in  New  York  Lying-in  Asylum.  Right  side.  Cei'- 
vix  partially  dilated  by  hand  and  os  incised  with  scissors. 
Bladder  not  injured.  Recovered.  Child  putrid. — Am.  Jour, 
of  Ohstet.y  1880,  vol.  xiii,  p.  98. 

Case  IX.— May  17,  1883  (N.  P.  Dandrige,  M.  D.,  Cincin- 
nati, Ohio.  Jieported  by  Dr.  Wm.  If.  Taylor.)  Primipara, 
thirty-two  years  old.  Antero-posterior  diameter  at  brim  below 
3  inches.  Exhausted  by  previous  attempts  at  delivery,  for- 
ceps, version,  and  craniotomy  all  having  been  tried  in  turn 
without  success.  Operation  on  left  side.  Death  in  forty-four 
hours.  At  autopsy,  bladder  and  peritoneum  found  intact ;  cer- 
vix lacerated. — Jour.  Am.  3Ied.  Ass'n,  August  18,  1883. 

Case  X.— September  1,  1883  (The  Writer). 

Case  XI.— October  4,  1884  (A.  J.  C.  Skene,  M.  D.). 
Primipara,  twenty-one  years  old,  at  term.  Rhachitic.  Conju- 
gate at  brim  less  than  2  inches.  Operation  on  left  side.  Deep 
epigastric  divided.  Bladder  torn,  not  sutured.  Spontaneous 
union  of  bladder  wound.  Mother  and  child  saved. — Annals  of 
Surgery,  January,  1885. 

Case  XIL— January  26,  1885  (The  Writer). 

To  the  above  record  might  be  added  a  case  of  laparo-ely- 
trotomy  by  J.  T.  Everett,  M.  D.,  for  the  removal  of  a  large 
calcified  fibroid.— ^m.  Jour,  of  Obstet.,  1879,  vol.  xii,  p.  700. 
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